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A note about this report

A number of stories, based on real families, are used in this report to draw attention to important
learning for practitioners and families about child safety. Names have been changed for privacy
reasons. These stories might be confronting for readers. In particular, Aboriginal communities
might find some of the report’s findings and stories about Aboriginal children distressing. A list of
support and counselling services is provided at Appendix 1 of this report.
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Minister’s foreword

This year’s report reflects the stories of 94 children and young people who died in NSW in 2016 and who
were known to the child protection system.

The death of any child is a tragedy and is deeply felt by the families and communities that loved them. |
extend my deepest sympathies to all families that have lost children. It is also a very troubling time for the
community, who are naturally shaken and seek answers from government.

Each year Family and Community Services (FACS) reviews its work with the children who were known to
the department, to reflect on its role with the families of the children who died, and to consider where we
could have done better.

This is our seventh year publishing this report, where we openly share our learning with the public, our
inter-agency partners, and all who have a role to play in providing services for and improving the lives of
children, young people and their families.

Within this year’s report, Chapter 3 focuses on FACS role, alongside agency partners, in responding to
child deaths. While very few child deaths each year are caused by the deliberate act of a parent or carer,
we still have an important role in trying to understand where our work with vulnerable families can be
better and where families, who are dealing with the loss of a child, are best supported.

The NSW Government remains committed to improving services that can make a difference to the lives
of children every day through its major reforms of the child protection and out-of-home care system. In
October this year we launched the Permanency Support Program, one of the most significant reforms to
the out-of-home care system in NSW in decades. It is my firm belief this will lead to more children having
a loving, permanent home for life, whether with his or her parents, extended family or kin, or through open
adoption or guardianship.

| present this year’s report to you with pride in the FACS workforce and | encourage you to read it. Very
many of the reviews this year were enhanced by child protection practitioners who reflected on the work
they did with the family, which has added to a richer understanding of how we can improve service
delivery. We need to ensure this reflection continues and | thank our practitioners for their frankness.

Since returning as Minister for Family and Community Services, | have met with many practitioners who
work every day in communities supporting vulnerable families, always with children’s best interests at the
heart of their practice. This is not easy work, it takes unwavering courage to advocate for children, and |
am grateful that our community has such a dedicated FACS workforce.

Pru Goward
Minister for Family and Community Services
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Secretary’s foreword

Of all the reports | read each year, the FACS Child Deaths Annual Report is always the most challenging.
It causes me to reflect deeply on the work we do, the families we help and the services we offer, and to
ask how we can do better. It fills me with deep sadness for the children and young people who have died
and their families and communities.

Feeling sad is a natural response to this report. What’s important is the need for that sadness to galvanise
our courage to ask ourselves whether our work was good enough and to be open to hearing and
changing when it wasn’t. We owe it to those children, young people and their families to do so, and to
continue to work together across the government and non-government system for genuine and open
critique.

This year’s report is about the 94 children and young people who died in 2016 and who were known to the
NSW child protection system. It describes information about how children and young people died, and
illuminates practice challenges and system responses.

The child death reviews | have read over the past year have been a sobering reminder of the responsibility
and value of quality child protection work. | am proud of our reviews — the rigor and care with which the
reports are written, and the very high standard that we, as an agency, hold ourselves to. | have also been
heartened by the generosity of practitioners who have openly shared information about the challenges of
their work.

In September this year | launched the NSW Practice Framework. It is world class — setting out the values,
standards, approaches and principles that guide our work with families, and providing role clarity and
inspiration. It is based on evidence about what works in contemporary child protection practice. | am
hopeful it will unite and revitalise our practice. You can see more about the framework in Chapter 4.

To the families and communities who have lost children, | am deeply sorry for your loss. To the
practitioners who work every day to keep children safe, | thank you for your compassion, tenacity, skill
and good practice — and your continued efforts to improve our response to vulnerable families.

Michael Coutts-Trotter
Secretary
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Executive summary

The Child Deaths 2016 Annual Report is the Department of Family and Community Services (FACS)
seventh public report examining FACS involvement with the families of children and young people' who
died and were known to the department.

This report aims to provide context about the deaths of children who were known to FACS with the
intention to strengthen the child protection system and improve child protection practice, as well as
support other services working with vulnerable children and families. As this report is publicly available,
there is the hope that it enhances community understanding of the complexities of the work, including
how widespread social disadvantage is among the families the child protection system comes into
contact with, and the very real consequences of this for children’s experiences of abuse and neglect.

Child deaths in 2016

Chapter 2 of this report summarises information about the 94 children and young people who died in
2016 who were known to FACS.? As shown in Figure 1, most of the children died in circumstances related
to iliness and/or disease, or died suddenly and unexpectedly in infancy (SUDF).

Most of the children (74 children, or 79 per cent) who died in 2016 were the subject of a risk of significant
harm (ROSH) report within three years of their death. Twenty of the 94 children (21 per cent) who died in
2016 were not the subject of a ROSH report, but their sibling was the subject of a ROSH report prior to
the child’s death.

Ten children were living in out-of-home care (OOHC) at the time of their death. Two of these children

were living in the parental responsibility of their relative and eight children were living in the parental
responsibility of the Minister for Family and Community Services. Of those eight children, two were placed
with extended family, two were living independently and four were living with authorised non-government
carers.

Figure 1: Children who died in 2016 and were known to FACS, by circumstances of death’

lliness and/or disease

SUDI

Suicide (includes suspected)
Extreme prematurity

Motor vehicle accident

Drowning

Inflicted or suspicious injuries
Other accidental injuries

Fire

Drug overdose (self administered)

Undetermined

T T T T T
0 S 10 15 20 25 30 85

No. of deaths

1 The Children and Young Persons (Care and Protection) Act 1998 (NSW) defines a child as aged under 16, and a young person
as aged over 16 years and under the age of 18 years. For the purposes of this report, the terms ‘child’ and ‘children’ are used to
refer to both children and young people.

2 ‘Known to FACS’ includes children and young people (or their sibling/s) who were the subject of a risk of significant harm (ROSH)
report within three years of death. This also includes where a child was in out-of-home care (OOHC) at the time of their death.

3 For further information about SUDI, see Section 2.2.2 of this report.

4 The ‘undetermined’ category includes cases where post-mortem information has not yet been received and where the Coroner

has been unable to determine a cause of death.
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FACS response following the death of a child

The focus of Chapter 3 in this year’s report is about FACS responses to families following the death of a
child.

The death of a child is profoundly distressing for parents and other family members. Whether the death is
anticipated for medical reasons, unexpected and sudden, or caused by the intentional act of another, it
can create intense emotional responses for families and the professionals involved.

When a child dies it can be complicated for families with children who have been previously reported at
ROSH. Such families may be more likely to be disadvantaged and present with a range of vulnerabilities
such as unemployment, homelessness, mental health issues and problematic substance use.

The chapter explores the complexities of balancing FACS dual role of assessing safety and supporting the
family following a child death.

Improving the way FACS works with children and families

Chapter 4 of this report outlines current and future initiatives that seek to strengthen the child protection
system. During 2016 and 2017 the NSW Government continued to implement major reforms of the child
protection and OOHC system. These changes are described in Their Futures Matter, the government’s
long-term strategy for improving outcomes for vulnerable children and families in NSW. The reforms are
aimed at ensuring positive change and creating an accountable system, in which sustainable needs-
based support is provided to children and families. The NSW State Budget 2017-18 invested $1.9 billion
to protect and support NSW’s most vulnerable children and families, and Chapter 4 describes some of
these funded initiatives and new support models.

Sitting alongside the government’s reform agenda, the Office of the Senior Practitioner has taken the
opportunity in 2017 to update the NSW FACS Care and Protection Practice Framework — now renamed
the NSW Practice Framework® — to articulate FACS approaches and principles in our work with vulnerable
families. The NSW Practice Framework provides an integrated reconceptualisation of the values,
standards, tools and rules that guide the NSW statutory child protection system. The new framework

also better complements the focus of Their Futures Matter in providing support to vulnerable children and
families based on their needs and working collaboratively with other agencies to meet those needs.

5 See NSW FACS (2017).
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Chapter 1: Child deaths in context

This chapter sets out the objectives of the report, and outlines the context of the child protection system
and processes for child death review and oversight in NSW. This helps the public and other agencies to
understand the issues underlying child abuse at a societal level.

1.1 Child protection in NSW

The Department of Family and Community Services (FACS) is the statutory child protection agency in
NSW. FACS works with other government departments, non-government organisations (NGOs) and the
community to support families to keep children safe from abuse and neglect.

FACS practitioners work with some of the most vulnerable children and families in the community. Many
of these families live with extreme disadvantage because of poverty, lack of access to services, parental
unemployment, homelessness, social isolation and reduced access to education. Often families are living
with the effects of parental problematic substance use, unaddressed mental health issues and domestic
violence, all of which can place children at risk. These problems are clearly linked to child abuse and
neglect and lead to many of the ROSH reports made about children in NSW.°

FACS is working hard to support good child protection practice that understands how social
disadvantage and stressors associated with it are related to child abuse and neglect. This report shares
some of the stories of families whose children have died, reflects on their experiences and considers how
FACS could have worked with the families to reduce risk and create safety.

1.2 Examining child deaths
1.2.1 FACS child death reviews

Children in NSW with a child protection history have a higher mortality rate than those not known to
FACS.” Other jurisdictions across Australia have similar findings.®

While most children die from causes or in circumstances not related to the reasons for their child
protection reports, the fact remains that children who have been reported to FACS at ROSH are at greater
risk.

6 See NSW FACS (2016d).
7 See NSW FACS (2016a).
8 Previous contact with child protection services is often noted as a common factor in child death reviews. See AIFS (2016).
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Each year the Child Deaths Annual Report has four objectives:

1. To boost transparency and accountability about child deaths by publicly reporting on FACS
involvement with the families of children who have died.

2. To increase public trust and confidence in FACS by reporting on what has been learnt from child death
reviews, and the improvements to practice and systems made as a result of this learning.

3. To inform the public about the complexity of child protection work and the broader context of
socioeconomic disadvantage that can impact on outcomes for families.

4. To share learning from child death reviews with practitioners and inter-agency partners in other
government and non-government departments.

Serious Case Review unit

The Serious Case Review unit (SCR),® which sits within the Office of the Senior Practitioner (OSP), reviews
FACS involvement with children who have died, and their siblings who were reported to be at ROSH
within three years before their death. The unit also completes a review where a child was in care when
they died.

These reviews consider how FACS systems at local and organisational levels impacted on practice
with the families of children who died. The review process seeks to examine learning opportunities for
practitioners who work with families by not only identifying areas for practice improvement, but also
promoting good practice.!® This in turn can lead to broader systems improvements.

Making recommendations from serious case reviews

A Serious Case Review Panel meets quarterly to discuss complex reviews and make recommendations.
The panel is made up of the Senior Executive from across FACS, which ensures input from multiple
perspectives and ownership of recommendations at a wider level. The panel is overseen and monitored
by the FACS Executive Board.

This collaborative approach aims to share responsibility for recommendations arising from reviews

and promote widespread organisational learning and change. On average, the OSP reviews FACS
practice with over 200 families each year. Approximately 90 of these are serious case reviews following
a child death and over 100 are practice reviews by casework specialists. Many of the reviews result in
recommendations by the OSP aimed at improving direct casework with the family; however, a small
portion are complex reviews and have implications for state-wide practice and systems.

Practitioner support and consultation

When a child dies, SCR provides practical support to practitioners straight away so they can get on with
the important job of offering and providing support to families, and assessing the safety of other children
in the family. In many instances, SCR works with casework staff to understand contextual information
and to reflect critically on practice. Despite this being an understandably difficult process for staff, SCR
is continually impressed by the courage and openness shown by FACS practitioners in their obvious
willingness to learn from a child’s death.

In some circumstances when a complex review is completed, practitioners are given an opportunity to
talk about their work with a family, including thoughts on any contextual factors or systemic issues they
consider relevant. In these instances, SCR also provides practitioners with the opportunity to read the
review and any critique of their practice.

The staff consultation process is essential because, when done well, it reduces the risk of the child’s death
negatively impacting future practice with other vulnerable children. It can also reduce staff defensiveness
and ensure accurate information and robust analysis. If review processes are to lead to genuine learning

9 Formerly known as the Child Deaths and Critical Reports unit.

10 While child protection is what we do, practice is how we do it. Practice is the relationships, the conversations, the thinking and
the care. When it works, practice is the magic that keeps children with family, connected to culture and cherished by those who
love them best. See NSW FACS (2016c¢).
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and practice/system improvement, and if they are to support staff to work differently with other children,
then a process that allows staff the opportunity to understand what has been said about their work is
crucial. If staff feel they have been consulted, they are more likely to accept the review findings, even
those that are critical of practice. Consultation can also impact positively on the openness of other staff
engaging with the review process in the future.

Learning from child death reviews

There is considerable learning from child death reviews, and the OSP shares learning proactively with
practitioners across FACS. Some examples of the ways FACS learns from child death reviews are
highlighted below.

Child deaths annual reports

These reports are published at the end of each calendar year, and provide information about children who
have died, including their characteristics, the circumstances of their deaths, and how FACS responded to
the families before and after their deaths. The reports aim to engage practitioners and the community in
the stories of the children who have died, as well as highlighting the complexities of child protection work
in NSW.

Cohort and other reviews

Each year SCR undertakes a cohort review that looks at a group of children who died and were known to
FACS who share common statistical characteristics. Previous reviews include an analysis of the deaths of:

® children who experienced neglect (2015)

® vulnerable teenagers (2014)

® babies who died suddenly and unexpectedly (2013)

® children who were reported to be at ROSH because of domestic violence (2012)
® children who had young parents (2011).

This year SCR has completed a review of FACS responses to families when a child dies. The review
focuses on assessing the safety of the child’s surviving siblings and supporting the family.

Practice review sessions and other forums

The OSP often holds ‘practice review’ sessions with practitioners following a child death review. These
sessions support practitioners to reflect on what worked, what could have been done differently and how
learning could be applied to work with other families. The sessions also give staff an opportunity to share
their expertise and insights about a family or about broader issues raised in a review.

The stories of children who have died are also at the heart of many broader OSP learning forums and
often inform the OSP’s Research to Practice seminars."

1.2.2 Public and inter-agency understanding of child deaths

In providing public information about the circumstances surrounding individual child deaths, FACS is
committed to protecting the privacy of vulnerable families who are impacted by the death of a child.'> The
NSW Parliament has also responded by protecting privacy and confidentiality in a range of legislation that
governs the disclosure of information on individual child deaths.™

While FACS cannot report publicly about individual children, we have a strong commitment to
transparency and accountability. The annual publication of this report reflects this commitment.

11 Each year the OSP offers a program of Research to Practice seminars to frontline workers and other professionals, to provide
them with up to date research and the best of current practice on a range of child protection areas.

12 Although information about children who have died is given in this report, the identifying details of the families have been
removed to protect their privacy.

13 Children and Young Persons (Care and Protection) Act 1998 (NSW); Children (Criminal Proceedings) Act 1987 (NSW); Privacy
and Personal Information Protection Act 1998 (NSW); Health Records and Information Privacy Act 2002 (NSW); Privacy Act 1988

(Cwilth).
Child Deaths 2016 Annual Report




Child deaths and the media

Every child death should be the subject of scrutiny and review. Drawing attention to the stories of
vulnerable children and families can help the community to understand the nature of child protection
work and some of the complexities involved in working with vulnerable families. If people have a better
understanding of what life could be like for a child at risk, they may be more aware of and better able to
help the child and report their concerns.

Every year a small number of child deaths are the subject of considerable media attention and

scrutiny. These deaths often involve children who have died as a result of abuse by a parent or carer.
Understandably, these stories spark strong reactions from the community. The media plays an important
role in supporting the community to gain a better understanding of child deaths, however there remains
an ever-present risk for the child protection system in the face of media scrutiny and the impact this may
have on vulnerable children. The challenge is to ensure that, in the face of public demand for immediate
change, the learning from the death of a child results in considered system reform. Professor Eileen
Munro'* identified that:

‘A one-dimensional view, however, can impact on the child protection system in a way that
makes it less safe for children. A lack of public confidence in child protection professionals
can help create spikes in demand that social care teams struggle to cope with, making it
more difficult to react quickly to the most serious of cases. Morale among child protection
workers can also be damaged, leading to more workers leaving the profession and making
it more difficult for the profession to attract candidates and retain skilled staff." )

Review work by SCR has highlighted the impact that the death of a child can have on staff when there
has been extensive coverage in the media. Practitioners may adopt a potentially unhelpful defensive
response, leading them to become too cautious; or they may adopt an overly intrusive approach with
families, and not recognise opportunities to build safety for a child within a family. Defensive practice can
also paralyse the judgement of a practitioner and reduce their belief that families can achieve positive
change.

At an organisational level, the NSW Practice Framework'’ helps leaders acknowledge the uncertainty of
the work and share the risk between workers and management. The framework provides a foundation to
support work with families and address core areas of work, including relationship-based practice, critical
reflection, developing expertise and sharing risk. Within this framework, FACS child death review work
acknowledges that reviews are one of many ways to create a culture of continual learning, which can
encourage the department to reflect critically on practice and how the broader system impacts on the
lives of children and families.

1.2.3 Child death oversight in NSW

FACS works closely with a number of agencies in NSW to support a strong system of oversight,
investigation and review of child deaths. The NSW Ombudsman, the NSW Police Force, the NSW
State Coroner and the Office of the Children’s Guardian all have responsibility for child death oversight,
investigation and review.

NSW Ombudsman

The NSW Ombudsman is an independent oversight agency for all NSW public sector agencies. One of
the roles of the Ombudsman is to review the deaths of children from suspected neglect or abuse or which
occur in suspicious circumstances. The Ombudsman also reviews child deaths which have occurred in

a care setting. The aim of this function is to review the causes and patterns of those deaths and identify
ways they can be prevented or reduced. The Ombudsman must report to Parliament every two years. The
last report of reviewable child deaths was tabled in July 2017."

14 Professor Eileen Munro is a Professor of Social Policy at the London School of Economics specialising in child protection
research.

15 See Munro (2011, p. 11).

16 See Turnell and Edwards (1999).

17 See NSW Family and Community Services (2017).

18 See NSW Ombudsman (2017).
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NSW Child Death Review Team

The Child Death Review Team (CDRT) reviews the deaths of all children in NSW with the objective of
preventing and reducing child deaths. The Ombudsman is the convenor of the CDRT. The team includes
the Advocate for Children and Young People, the Community and Disability Services Commissioner,
representatives from other government departments (including FACS) and individuals with expertise in
relevant fields, including health care, child development, child protection and research methodology. The
CDRT reports annually to the NSW Parliament about its work, including research projects.

The CDRT advised FACS that 461 children aged from birth to 17 years died in NSW in 2016. These figures
differ from FACS data, highlighting important differences between FACS and CDRT:

® CDRT may also include NSW children who died in another state. However, where a child’s death is
registered interstate, the identity of the child may not be provided to the team and these deaths may
be reported separately.

® CDRT reports include the ‘child protection history’ of children who die in NSW. Unlike FACS, however:

- CDRT does not include children who died in care as having a child protection history unless the
child and/or a sibling was the subject of a report to FACS within the three years prior to their death.

- CDRT child protection history includes children who were reported to FACS but whose reports did
not reach the statutory threshold of risk of significant harm, and also children who were known to
Child Wellbeing Units."

NSW Police Force and NSW Coroner

The NSW Police Force investigates child deaths where the circumstances of the death are suspicious or
undetermined.

In addition, a senior coroner has the power to hold an inquest into a child’s death where it appears to the
Coroner that:

® the child was in care

¢ the child was reported to FACS in the three years immediately preceding their death, or was sibling of
a child reported to FACS within three years preceding their death

® there is ‘reasonable cause to suspect’ that the child died in suspicious circumstances, or
circumstances that may have been due to abuse or neglect.

FACS is responsible for reporting to the State Coroner the deaths of children known to the agency. FACS
and the State Coroner’s office also share information regularly about child deaths.

Domestic Violence Death Review Team

The Domestic Violence Death Review Team is convened by the NSW State Coroner. The team includes
representatives from 11 agencies, including police, justice, health and social services, and representatives
from the non-government and academic sectors.

The core functions of the team are to:
* review and analyse individual closed cases of domestic violence deaths®
¢ establish and maintain a database to identify patterns and trends relating to such deaths

® develop recommendations and undertake research that aims to prevent or reduce the likelihood of
such deaths.

19 The Child Wellbeing Units established in NSW Health, the NSW Police Force, and the NSW Department of Education help
mandatory reporters in government agencies ensure that all concerns that reach the ROSH threshold are reported to the Child
Protection Helpline. In other cases, they identify potential responses by agency or other services to help the child or family.

20 Domestic violence deaths are defined in the Coroners Act 2009 (NSW) as a death that is caused directly or indirectly by a
person who was in a domestic relationship with the deceased person. The Act also provides that a domestic violence death
is ‘closed’ if the Coroner has dispensed with or completed an inquest concerning the death, and any criminal proceedings

(including appeals) concerning the death have been finally determined.
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The death of a child in the context of domestic violence is subject to review by the team. The team’s
fourth report (2013-2015) was published in 2015. In 2016, the Domestic Violence Death Review Team
moved to reporting every two years, with the next report expected to be published at the end of 2017.*

Children’s Guardian
The primary functions of the Children’s Guardian are to:
® accredit and monitor designated agencies that arrange statutory OOHC in NSW

® maintain and monitor the NSW Carers Register, a database of people who are authorised, or who
apply for authorisation, to provide statutory or supported OOHC

® register and monitor agencies that provide, arrange or supervise voluntary OOHC
® accredit non-government adoption services providers

¢ authorise the employment of children under the age of 15, and child models under the age of 16, in the
entertainment sector

® administer the Working With Children Check and encourage organisations to be safe for children

® administer the Child Sex Offender Counsellor Accreditation Scheme — a voluntary accreditation
scheme for counsellors working with people who have committed sexual offences against children.

FACS is required to notify the Children’s Guardian about the deaths of all children in statutory or
supported OOHC.

1.2.4 Reviewing the deaths of children in out-of-home care

NSW has a particularly strong system of oversight into the deaths of children in OOHC. Where a child dies
in OOHC, SCR reviews FACS involvement, the CDRT may look at the child’s death, the death is reported
to the Coroner and the Children’s Guardian, and the death may be investigated by NSW Police and the
Coroner, and reviewed by the NSW Ombudsman.

The NSW Ombudsman plays a significant role in examining the deaths of children who were in a care
setting. This includes children placed with FACS or NGO carers and children who died in a facility funded,
operated or licensed by the Ageing, Disability and Home Care division of FACS. These reviews consider
the adequacy of the involvement of all agencies with the child and family up to the child’s death, including
when children have been placed with NGO authorised carers.

In response to the significant progress that has been achieved in moving statutory OOHC services from
the government to the non-government sector, the SCR unit is working with non-government partners
more often as part of the review process. The deaths of children in non-government OOHC settings
have led to a broadening of review mechanisms, with some reviews being undertaken jointly and others
separately. This flexible and collaborative model of review provides the opportunity for all services to
consider their involvement with children and to share reflections and learning in order to improve service
provision to benefit all children in care.

21 The Crimes (Domestic and Personal Violence) Amendment (Review) Bill 2016 assented on 28 June 2016.
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Chapter 2: Child deaths in 2016

This chapter summarises information about the children who died in 2016 and who were known to

FACS prior to their death. It includes characteristics of the children such as their age, gender and
socioeconomic background. Analysis also considers the circumstances in which the child died, their child
protection history and the response of FACS prior to and following the child’s death.

The chapter provides context to the deaths of the 94 children who died in 2016 and while it cannot tell the
full story of each of the children’s lives, it aims to build a picture of the circumstances in which the children
died and to reflect on any opportunities to improve FACS responses to the children and their families.

2.1 Child deaths in NSW in 2016

Between 1 January 2016 and 31 December 2016, the deaths of 461 children were registered in NSW.? In
the same period, 94 of the children who died were known to FACS because they were in care or had been
reported at risk of significant harm (ROSH) in three years prior to their death, or their sibling had been
reported at ROSH.

Figure 2: Children who died in NSW, by number of total deaths and whether they were known to
FACS, 2010-2016™
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The number of deaths of children known to FACS increased in 2016 from the previous year.24 However,
since 2010 there has been an overall decline in the number of deaths of children who were known to
FACS. The overall decline has previously and consistently been attributed to the introduction of the ROSH
threshold, which was proclaimed on 24 January 2010.% This legislative change resulted in lower numbers
of reports about children meeting the threshold for reporting to FACS.

There was an initial decrease in the number of ROSH reports to FACS but this trend started to reverse
after 2012, when ROSH reports increased. Between 2013 and 2014, ROSH reports increased by over
10,000 reports; between 2014 and 2015, ROSH reports increased by over 2500 reports; and between
2015 and 2016, ROSH reports increased by just over 20,000 reports.

22 Information provided to FACS from the NSW Child Death Review Team in 2017.

23 ibid.

24 There were 79 deaths of children known to FACS in 2015.

25 On 24 January 2010 the threshold for reporting to FACS changed from ‘risk of harm’ (ROH) to ‘risk of significant harm’ (ROSH).
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The number of deaths of children reported at ROSH also declined initially after the legislative change

and there has been a marginal increase in the number of deaths of children known to FACS since 2013.%°
Given the criteria for FACS serious case reviews includes children or their siblings who were the subject of
a ROSH report within three years of their death, any increases in ROSH reports can impact on child death
data.”?

The 94 children who were known to FACS and who died in 2016 represents 0.11 per cent of the total
number of children reported to FACS in 2016. This proportion is consistent with previous years’ findings.*

2.2 Circumstances of child deaths

FACS receives information about the medical cause and circumstances of a child’s death from the NSW
State Coroner and the NSW Ombudsman. FACS relies on these sources to report on the circumstances of
the child’s death. Following the death of a child, FACS completes a review of the department’s work with
a child and their family, including information from their child protection history and the work completed
by practitioners. These reviews, along with the circumstances in which a child died, provide a context for
FACS responses to the family.

Figure 2 describes the circumstances of death in which all children known to FACS died in 2016. Similar
to previous years, most of the deaths in 2016 were associated with illness and/or disease and sudden
unexpected death in infancy (SUDI).*° This year, extreme prematurity and suicide were the third and fourth
most common circumstances of death, followed by deaths from motor vehicle accidents.

Figure 3: Children who died in 2016 and were known to FACS, by circumstances of death”
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The categories used to describe the circumstances of death may be different from those for cause of
death. For example, the cause of death could be multiple injuries, but the circumstances of death may be
suicide, motor vehicle accident or an inflicted or suspicious injury.

26 Deaths of children known to FACS: 2013(75), 2014 (80), 2015 (79), 2016 (94).

27 In 2016, FACS received 149,965 ROSH reports, involving 82,556 children. This was an increase from the previous year of 20,264
ROSH reports and 7210 children reported to FACS. In 2015, FACS received 129,701 ROSH reports, involving 75,346 children.
This was an increase from the previous year of 2513 ROSH reports and 1320 children reported to FACS. In 2014, FACS received
127,188 ROSH reports involving 74,026 children. This was an increase from the previous year of 10,818 ROSH reports and 4859
children reported to FACS. In 2013, FACS received 116,370 ROSH reports involving 69,167 children.

28 Information provided by the FACS Business Reporting Unit.

29 In 2015 the number of children who died and were known to FACS (79 children) represented 0.1 per cent of the total number of
children reported to FACS that year.

30 For further information about SUDI, see Section 2.2.2 of this report.

31 The ‘undetermined’ category includes cases where post-mortem information has not yet been received and where the Coroner
has been unable to determine a cause of death.
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Table 1 compares the circumstances of death for children who were known to FACS who died between
2013 and 2016. Despite little change in the overall number of deaths in 2015 and 2016, the proportion of
children who died in each category has changed in some areas. It should be noted that figures are subject
to fluctuation across years due to the small numbers, therefore conclusions should not be drawn about

these changes. Notable changes are:

® an increase in the number of children who drowned

® an increase in the number of children who died from suicide.

Table 1:

Circumstance of death

Children who died between 2013 and 2016 and were known to FACS, by circumstances of death®

Accidental asphyxia 1 1 0 0 1 1

Accidental choking 1 1 0 0

Drowning 5 6 1 1

Drug overdose (self-administered) 1 1 0 1 1
Extreme prematurity 15 20 18 21 8 10 11 12
Fire 8 0 1 1 2

lliness and/or disease 22 29 27 34 29 37 30 32
Inflicted or suspicious injuries 4 5 4 4
Motor vehicle accident 10 13 9 10
Other accidental injury 1 1 0 0 2 2
SuUDI 16 21 14 18 16 20 18 19
Suicide (includes suspected) 7 4 5 11 12
Undetermined 2

2.2.1 Deaths from illness and/or disease

3 2 3 5 6 1 1
100,80 10079 100" 94 100

Deaths from iliness and/or disease account for the greatest proportion of child deaths in 2016. This

is consistent with previous years. The information below provides further information about the

circumstances and experiences of these children.

In 2016, 30 children (32 per cent) died from an illness and/or disease. While the number of children who
died from an iliness and/or disease increased slightly in 2016, the proportion to all children who died
decreased (by 5 per cent), as shown in Table 2.

Table 2: Children who died from an iliness and/or disease between 2013 and 2016 and were

known to FACS

2013 2014 2015 2016
No. of deaths 22 27 29 30
% of deaths 29 34 37 32
Age range 0-17 yrs 0-17 yrs 0-17 yrs 0-17yrs

Of the 30 children who died from an iliness and/or disease, information provided to FACS indicated that
25 of the children had been diagnosed with a medical condition* before their death and 11 of those

children also had a diagnosed disability before their death.

32 Data may have changed from previous years’ reports due to new information and changes in reporting methods.

33 Similarly, data may have changed from previous years’ reports.

34 This figure is based on information known to FACS. It is possible that more children had an existing medical condition prior to
their death that was not reported to the department.
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The ages of the children who died from an illness and/or disease varied. Of the 30 children who died from
an iliness and/or disease, seven (23 per cent) died before they were 12 months of age. Nine children (30
per cent) were aged between one and four years, three children (10 per cent) were aged five to eight years
and 11 children were aged between nine and 17 years. This differed from 2015 when 12 children who died
were under the age of 12 months.

The causes of death for children with an illness and/or disease varied. Broadly they fell into two categories.
Twelve of the children had severe disabilities and died as a result of health complications related to those
conditions. The remaining 18 children died from other acute ilinesses such as cancer, heart or liver failure,
pneumonia and asthma among other causes.

Five of the children who died from an illness and/or disease were in the parental responsibly of the
Minister when they died and one child was in the parental responsibility of relatives. Of the children in care,
five had severe disabilities from birth or early in life and one child became sick with an acute illness while
in care.

Our reviews identified consistently how the ongoing stressors associated with caring for a child with an
acute iliness or severe disability can exacerbate or lead to other child protection issues such domestic
violence, parental mental health and problematic drug and alcohol use, and the subsequent neglect of the
child’s medical, physical and emotional needs. This is critical for practitioners to consider when assessing
safety and risk, and working with families and other agencies to create safety plans for children with
complex medical needs. Of the children who died from illness and/or disease in 2016:

® For 19 of the 30 children (63 per cent), reports about neglect were received about the family prior to
the child’s death.

® For 9 of the 30 children (30 per cent), reports about domestic and family violence were received about
the family prior to the child’s death.

® For 12 of the 30 children (40 per cent), reports about parental drug and/or alcohol misuse were
received prior to the child’s death.

Our reviews also found that even experienced foster carers can face challenges in meeting the emotional
needs of children with complex health issues. Caring for a child with a life-limiting illness who needs
around-the-clock medical care and frequent hospital admissions can place stress on any carer. Ongoing
case management and support to carers is vital to ensure that the child’s medical needs do not preclude
them from receiving love, nurture and stimulation to ensure quality of life.

Recognising the challenges faced by parents and carers helps FACS to understand and better support
families to keep their children safe.

We found evidence of good practice in inter-agency work when making end of life decisions® about
children in care. We also found evidence of good practice in working inclusively with birth families, foster
carers and non-government OOHC agencies to ensure that all were involved in the decision-making when
the child died.*

FACS CASEWORK PRACTICE

For practitioners, the FACS Casework Practice intranet site provides information about the process
and good practice involved in making end of life decisions for children in OOHC. See the practice
mandate, Health needs of children in OOHC.

35 End of life decision-making is sometimes needed when questions arise over whether to withhold or withdraw life-sustaining
treatment at the very beginning of an infant’s life, such as for extremely premature neonates, or infants with severe congenital
conditions, or for younger and older children who may also suffer from health conditions or traumatic incidents which result in
decisions about life-sustaining treatment. See QUT (2017).

36 In situations where the child is subject to a care order and in the parental responsibility of the Minister for Community Services
generally or specifically for medical decisions, the law treats the Minister as the child’s parent. NSW Health requires clinicians to
consult with FACS about those decisions. See Office of the Chief Health Officer (2016).
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2.2.2 Sudden unexpected death in infancy

SUDI is a classification rather than a cause of death, and the definition of SUDI varies within Australia and
internationally. The NSW Child Death Review Team defines SUDI as the sudden and unexpected death of
an infant aged less than 12 months where the cause:

® s found after investigation (an explained SUDI)

® remains unidentified after all investigations are completed (an unexplained SUDI); this includes deaths
classified as sudden infant death syndrome (SIDS).

In most circumstances, babies who die in circumstances of SUDI die after they have been placed to sleep.

Table 3 shows that in 2016 the deaths of 18 babies were classified as SUDI,* comprising 19 per cent of
deaths of all children known to FACS for the year. Post-mortem reports were available for 12 of the 18
babies. The reports provide the following cause of death information:

® explained SUDI - accidental asphyxia (four babies), natural causes (three babies)
® unexplained SUDI (five babies).

Table 3: Babies who died suddenly and unexpectedly between 2013 and 2016 and were known to FACS

2013 2014 2015 2016
No. of deaths 16 14 16 18
% of deaths 21 18 20 19
Age range 0-10 mths 0-6 mths 0-11 mths 0-11 mths

Of the 18 babies who died suddenly and unexpectedly in 2016, one or more modifiable risk factors
(characteristics in an infant’s sleep environment) were found in 15 families (83 per cent). A modifiable risk
factor increases the risk of SUDI. Risk factors include:

® prone sleeping (placing baby to sleep on their front)

® bed sharing

® exposure to smoking

® excess bedding or clothing

® bedding that is not designed for infants and/or sleeping
* soft pillows or other objects in the sleep environment.*®

Eight of the 18 babies who died in circumstances of SUDI were from Aboriginal families (44 per
cent). Over the past several years the number of children from Aboriginal families who have died in
circumstances of SUDI has fluctuated, but over the last two years it has remained comparatively high.*

The high number of children who die suddenly and unexpectedly in infancy reiterates the need for
practitioners to be sensitively attuned to the modifiable risk factors that can lead to SUDI, be clear in their
messages to parents about safe sleeping and engage in ongoing training to keep their knowledge and
skills up to date.

FACS CASEWORK PRACTICE

The FACS Casework Practice intranet site has a range of information and resources including a
training package for practitioners about providing safe sleeping advice to families that incorporates
culturally tailored advice.

37 Information provided to FACS from the NSW Child Death Review Team in 2017.
38 See NSW FACS (2016a).
39 In 2015, 12 of 16 babies who died in circumstances of SUDI were from Aboriginal families. In 2013, three of the 14 babies who

died in circumstances of SUDI were from Aboriginal families.
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NSW Health and Red Nose also provide a range of resources for culturally and linguistically diverse and
Aboriginal families and communities to highlight the risk factors for SUDI and to promote safe sleeping
practices.*

Culturally tailored community-based maternity care is provided in NSW under the NSW Aboriginal
Maternal Infant Health Strategy (AMIHS). Care is provided during pregnancy and in the postnatal period
up to eight weeks after the birth of a child.*’ The aim of AMIHS is to improve health outcomes for
Aboriginal women and non-Aboriginal women with Aboriginal partners during pregnancy and birth. The
care is provided in a partnership model by midwives and Aboriginal health workers or Aboriginal health
education officers and includes community development activities that provide a holistic approach to
developing the health and wellbeing of the women and families using the services.

One of the ongoing challenges for practitioners working with families with a range of vulnerabilities is that
messages communicated to parents about safe sleeping are not always received, understood or adopted.
Where there are a range of parental risk factors, parents need to be supported to maintain practices that
promote safety for their baby. This requires the practitioner to build a relationship with the family and in
some cases the community around the child. It also highlights the need to be consistent, persistent and
non-judgemental when talking to parents about safe sleeping. The OSP Clinical Issues Team is available
for consultations to support practitioners to have conversations with parents about safe sleeping and to
assess safety for a child where there are unsafe sleeping practices.

2.2.3 Deaths related to premature births

In 2016, 11 babies died from conditions related to their premature birth (12 per cent of all deaths of
children known to FACS in that year), as shown in Table 4. Seven babies died at birth or within the first 24
hours after birth, and one baby died within the first month.

Table 4: Babies who died from conditions related to their premature birth between 2013 and 2016 and
were known to FACS

20l 2014 2015|2016

No. of deaths 15 18 8 11
% of deaths 20 21 10 12
Age range 0-2 mths 0-3 mths 0-1 mth 0-1 mth

It is important to understand the broader social factors that may have contributed to the premature deaths
of these 11 babies in 2016. Perinatal mortality often reflects the health status and health care of the
general population of women, their access to and quality of preconception, reproductive, antenatal and
obstetric services, and health care in the neonatal period.*”

Domestic violence, maternal education, nutrition, smoking, substance use in pregnancy and poverty are
all significant social factors that may have contributed to these premature deaths.

Of the 11 babies* who died prematurely in 2016, FACS had received reports about all of them before their
birth, with concerns about:

® the mother’s substance use during pregnancy (six babies)
® the mother experiencing violence during pregnancy (six babies).

40 See Red Nose (2017) and NSW Health (2017).

41 Aboriginal maternal health services are located at Coffs Harbour, Macksville, Port Macquarie and Kempsey.

42 See Department of Prime Minister and Cabinet (2014).

43 Numbers do not add to 11 because issues reported to FACS for some babies during the mother’s pregnancy included concerns
about both problematic substance use and domestic violence.
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Substance use in pregnancy

The use of alcohol or other drugs during pregnancy is linked to many potential risks for a baby. While
pregnancy increases many women’s motivation to change their substance use, it is important to
remember that dependence is an illness not just a behaviour.

Some women may not be ready to change. If their pregnancy was unplanned, creating new patterns of
behaviour or finding new ways to manage emotional and physical needs can be even more challenging.

However, whether a woman is ready to change or not, her pregnancy is an opportunity. It is often the first
time a woman will come into contact with health and child protection services. This gives practitioners
the chance to put her in touch with the support she needs, when she is ready. This is a crucial time for
readying women for change.

FACS CASEWORK PRACTICE

FACS Casework Practice has a Drug and Alcohol Kit to support practitioners to build greater
practice skills in engaging and working with women whose substance use may place an unborn
child at risk of harm when born.

Domestic violence in pregnancy

Women are at an increased risk of experiencing domestic violence during pregnancy. If domestic violence
already exists, it is likely to become more severe.

While researchers are just starting to see the long-term effects of domestic violence for babies in

utero, outcomes like a low birth weight or being born premature have been linked with violence during
pregnancy. Women may also be more at risk of postnatal depression, which can impact on the bond and
attachment between a mother and her new baby.

Pregnancy and early parenthood are good times for intervention if violence is suspected, as women and
children are likely to have regular contact with health professionals. Expecting and new mothers may also
be in a good place to be motivated towards positive change.

FACS CASEWORK PRACTICE

FACS Casework Practice has a Domestic Violence Kit to help practitioners to see and understand
the varied ways women are hurt by and resist violence and to support women to get help and keep
children safe.

2.2.4 Suicide

In 2016, 11 children died as a result of suspected suicide (12 per cent of all deaths of children known to
FACS in this period) as shown in Table 5. Six of the children were male and five were female.

Table 5: Children who died by suspected suicide between 2013 and 2016 and were known to FACS

2013 2014 2015 2016
No. of deaths 5 6 4 11
% of deaths 7 8 5 12
Age range 13-16 yrs <18-17 yrs 13-17 yrs 13-17 yrs

All but one of the children who died by suspected suicide experienced trauma in their childhood, including
physical abuse, domestic violence and sexual assault.
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A number of the children were suffering from mental health problems prior to their death.* Reported
concerns were about risk-taking behaviour, such as problematic substance use and self-harm. Several of
the children had made a previous suicide attempt or had made threats to end their life.

A review in 2014 of children who died by suicide (or suspected suicide) revealed consistently that these
children faced multiple risk factors (individual, social and contextual)*® that heightened their vulnerability
and compromised their safety. For young people known to FACS, it is often the combination of these
factors that poses the greatest risk for suicide.* Risk factors can relate to recent stressful events or
triggers; for example, sexual assault, bullying or factors that are likely to increase vulnerability over time,
including the cumulative impact of chronic neglect.*’

Two of the boys who died had been showing signs of sexually harmful behaviour before their deaths. Our
reviews found that FACS response did not recognise the children as being in need of care and support
and therefore we missed opportunities to understand the risk their behaviour posed to other children and
themselves.

FACS CASEWORK PRACTICE

FACS Casework Practice has a Child Sexual Abuse Kit which provides guidance for practitioners
in responding to children who have experienced sexual abuse, or who display sexually harmful
behaviour.

Two of the children were in OOHC when they died. Supporting vulnerable children in care continues to be
a priority for FACS and is an area of child protection practice that requires intensive and skilful casework.
A range of initiatives (discussed in Chapter 4) outline the department’s commitment to supporting young
people at risk.

2.2.5 Motor vehicle accidents

In 2016, nine children died in motor vehicle accidents (10 per cent of all deaths of children known to FACS
in this period), as shown in Table 6. This was slightly lower than in 2015. Eight of the nine children who
died in motor vehicle accidents were boys.

Table 6: Children who died in a motor vehicle accident between 2013 and 2016 and were known to FACS

2013 2014 2015 2016
No. of deaths 6 3 10 9
% of deaths 8 4 13 10
Age range 5-15 yrs 13-17 yrs 1-17 yrs 9-17 yrs

Six of the nine children (67 per cent) died in a car accident while the remaining three children died from a
motorcycle accident, a motor scooter accident and a bicycle accident involving a car. Unlike 2015, all of
the children who died were nine years of age or older.

Of the children who died in motor vehicle accidents, six (67 per cent) had previously been reported

to FACS for risk-taking behaviour. The relationship between risk-taking behaviours and motor vehicle
accidents has been a common theme identified by our reviews over a number of years. For practitioners,
the growing number of children engaging in transport related risk-taking behaviour highlights the

44 This includes a formal diagnosis of mental health issues and concerns about the young person’s mental health.

45 Individual risk factors include mental health problems, alcohol and substance use, previous suicide attempts and self-harm.
Social risk factors include childhood adversity, such as a child protection history; bullying and social exclusion; sexual identity
issues; and family factors, such as parental loss, divorce or discord and family depression and suicide history. Contextual risk
factors include socioeconomic disadvantage, suicide in family or friends, homelessness and detention or contact with police.

46 The suicide of young people was considered in detail in Chapter 3 of the FACS Child Deaths 2014 Annual Report, which
highlighted a number of themes from reviews to help in understanding the risks associated with suicide.

47 See NSW Child Death Review Team (2014).
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importance of the continued need for adequate parental supervision and guidance for adolescents. While
research suggests that risk-taking behaviour is a normal part of development and moderate amounts can
help young people to develop their social competence, risk-taking behaviours can cause serious harm.
When such behaviours are brought to FACS attention there may be an opportunity to work with the child
and their family to prevent risk-taking resulting in harm to themselves or others.

2.2.6 Drowning-related deaths

In 2016, five children died from drowning (5 per cent of all deaths of children known to FACS in this
period), as shown in Table 7. FACS did not have contact with three of the families prior to the children’s
deaths. Two children died in hospital after they were found unconscious in a pool at their home and one
child died in hospital after being found unconscious in the bathtub.* One child died in a tragic accident
when a car he was in rolled into a river. One child died from jumping into water at a dangerous
swimming area.

Table 7: Children who died from drowning between 2013 and 2016 and were known to FACS

2013 2014 2015 2016
No. of deaths 3 5 1 5
% of deaths 4 6 1 5
Age range 0-1yrs 0-12 yrs 1-4 yrs 0-15yrs

While deaths from drowning rose in 2016 compared to 2015, the trend in deaths from children known
to FACS drowning in swimming pools has continued to decrease. The 2015 Royal Life Saving Society
National drowning report highlights the significant achievements that have been made in reducing child
drowning accidents in Australia.

FACS includes compliance checking for children’s access to water in our home inspection checklist,
conducted as part of the assessment of FACS foster, relative and kinship care applicants. These
requirements have also been extended to NGOs providing OOHC services. Additionally, a number of
information resources and fact sheets continue to be distributed to practitioners, foster carers and the
public to raise awareness about the requirements around water safety. Despite a decrease in the number
of deaths of children from drowning in swimming pools, FACS continues to identify the need to highlight
the risks that can lead to children drowning, including:

® safe pool fencing and swimming skills
* restricting access to water®

* water awareness’’

® resuscitation®?

® active adult supervision®.

Practitioners need to be proactive and curious in their engagement with parents and carers to consider
the potential dangers of children accessing water, and the adequacy of safety plans in place for a
household. This includes talking to parents and carers about how problems such as substance use,
mental health problems and domestic violence may impact on a parent or carer’s ability to supervise

a child.*

48 See Johnson, Sudhinaraset and Blum (2010); see also Kilves (2010).

49 For these three children the drowning was reported to FACS as ROSH.

50 See Royal Life Saving Society — Australia (n.d.).

51 ibid.

52 ibid.

53 Active supervision means that a child is being constantly watched by an adult who is within arms’ reach at all times. See Royal

Life Saving Society — Australia (2015).
54 See NSW Child Death Review Team (2015).
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FACS CASEWORK PRACTICE

FACS Casework Practice provides information for practitioners about water safety.

2.2.7 Inflicted or suspicious injuries

In 2016, four children died of inflicted injuries (4 per cent of all deaths of children known to FACS in this
period). Three of these children’s injuries were inflicted by a parent.

Two of the children who died from inflicted injuries were girls and two were boys. Three of the children
were two years of age or under and one child was under the age of 12 years.

Domestic and family violence were major themes in the child protection histories for three families. Sexual
assault by a parent was a significant feature in the histories of two of the families and mental health
problems were also a significant theme for two families.

2.2.8 Fire

Two children died in house fires in 2016 (2 per cent of all deaths of children known to FACS in this period).
Both fires were suspected to have been started by a child playing with matches or a lighter in the home.
One of the homes did not have working fire alarms. No specific reports about inadequate supervision
were received prior to the fires, but reports were received about parental drug use, child neglect and
domestic violence.

' N
FIRE AND RESCUE NSW

Fire prevention information - Fire and Rescue NSW offers fire prevention and support to families
where a child has a fascination with lighting fires. Information on the program is available at fire.
nsw.gov.au under ‘Fire safety’ then ‘Educational resources’.

Fire safety awareness - NSW Fire and Rescue also provides a range of resources for households
about fire safety awareness at fire.nsw.gov.au under ‘Fire safety’ then ‘Community fire safety’.

Home fire safety checks - NSW fire stations can conduct voluntary home fire safety checks in
households where fire risks might be identified as part of a holistic safety and risk assessment.
Local fire stations can be found at fire.nsw.gov.au under ‘Contact us’ then ‘Find a fire station’.

\ )

2.2.9 Other accidental circumstances

Three per cent of all deaths of children known to FACS in this period were due to accidental
circumstances.

One child was bitten by a snake and one child was killed in a tragic accident in a public place. One child
died from an accidental drug overdose.
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2.3 Characteristics of the children

2.3.1 Age and gender

Consistent with previous years, a large number children known to FACS who died in 2016 were under 12
months old (37 children, or 39 per cent). However, 2016 also saw an increase in the number of deaths of
children aged 13 to 17 years, from 15 children in 2015 to 29 children in 2016 (Figure 4). This was largely
due to an increase in the number of older children who died from illness and/or disease and by suicide.

Boys continued to be more highly represented than girls across most circumstances of death. In 2016, 55
(58 per cent) of the children who died were male and 39 (42 per cent) were female.

Figure 4: Children who died in 2016 and were known to FACS, by age
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Of the 37 babies who died, 29 (78 per cent) died within three months of their birth. The circumstances of
the 37 deaths were:

® drowning (1)

® jliness or disease (7)

® extreme prematurity (11)

SUDI (18).

For 24 babies, parental drug and/or alcohol misuse had been reported to FACS before the baby died. For
21 babies, domestic violence had been reported to FACS before the baby died. For 13 babies, parental
mental health had been reported to FACS before the baby died.

Of the 94 children who died and were known to FACS, 29 (31 per cent) were teenagers aged 13 to 17
years. This represented an increase in deaths from suicide in 2014 and 2015.% The circumstances of
these 29 deaths were:

® drowning (1)

® motor vehicle accidents (8)

® iliness and/or disease (9)

® suicide (11).

55 Chapter 3 of the Child Deaths 2014 Annual Report highlighted the vulnerability of adolescents and the behaviours that can

enhance their vulnerability.
Child Deaths 2016 Annual Report




2.3.2 Aboriginal children

In 2016, Aboriginal children continued to represent a proportion of the children who died and were known
to FACS. Of the 94 children who died, 26 children (27 per cent) were Aboriginal. This is a decrease from
the last two years.*®

The over-representation of Aboriginal children in child protection systems is well documented. The
underlying systemic factors which contribute to this over-representation include the mistreatment of
Aboriginal people and the lasting ramifications of previous welfare policies, including the effects of
previous separations from family and culture, poverty and perceptions arising from cultural differences in
child-rearing practices.®’

Despite the continued impact that these factors have on Aboriginal communities, there is much that

can be achieved with quality child protection practice to limit their impact. Building trust and sharing
respect is central to good work with Aboriginal families. The importance of culturally responsive practice
with Aboriginal families cannot be overstated. It involves acknowledging the trauma and impact of the
Stolen Generations while genuinely valuing Aboriginal culture and connection to community, and working
collaboratively within that context to address any safety and risk issues identified for children.

The NSW FACS Care and Protection Practice Standards® provide a practical framework to guide and
reflect on culturally responsive practice with Aboriginal families and communities. Building cultural
connections for Aboriginal children is more than just exposing them to their culture. It is about helping
them to have a lived experience of it.

p
ENGAGING WITH ABORIGINAL CHILDREN AND FAMILIES®

¢ Take the time to understand the multiple and entrenched forms of social disadvantage which
have come about because of a history of past practices.

® Work in a way that is culturally responsive and sensitive to the continued impact of the Stolen
Generations.

® Use and apply the Aboriginal Consultation Guide and the Aboriginal Child Placement Principles
in the Children and Young Persons (Care and Protection) Act 1998 (NSW).

¢ Consult often and meaningfully. Engage genuinely in the process and seek specific knowledge,
skills and help to make sure casework meets the needs of the family.

¢ Critically reflect on biases and attitudes to make sure these do not impact on decision-making
about a child’s safety.

® Support self-determination by actively and genuinely engaging Aboriginal families and kin in
conversations and important decisions.

® Find people who are important to the child, make connections and build a network of safety
and love around the child.

56 In 2015, 31 (39 per cent) of the children who died were Aboriginal and/or Torres Strait Islander. In 2014, 25 (32 per cent) of the
children who died were Aboriginal and/or Torres Strait Islander.

57 See Human Rights and Equal Opportunity Commission as cited in AIHW (2017).
58 See NSW Family and Community Services (2012).
59 ibid.
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2.4 FACS response to the children who died in 2016

This section outlines FACS involvement with the families of the 94 children who died in 2016. Information
is provided about the number of reports received, what the reports were about, the decisions made in
response to the reports and whether the child was living with their family at the time of their death. This
section also considers how FACS responded to families after their child’s death to ensure that any siblings
were safe.

2.4.1 ROSH reports

Of the 94 children who died in 2016, 74 (79 per cent) were the subject of a ROSH report to FACS in the
three years prior to their death.® Forty-five (61 per cent) of those children were reported in the 12 months
prior to the child’s death. This was slightly more in real terms but less proportionally than in 2015 when 67
(84 per cent) of children were the subject of a ROSH report in the three years prior to their death. Twenty
of the 94 children who died in 2016 were not the subject of a ROSH report, but their sibling was prior to
the child’s death (21 per cent). This was slightly more than in 2015 when 11 siblings were the subject of a
ROSH report rather than the child who died.

Most of the children who died (64 or 68 per cent) did not have a lengthy child protection history with
between zero and two ROSH reports received prior to their death.®’ Eighteen children (19 per cent) were
reported at ROSH between three and five times prior to their death. Twelve children (13 per cent) were
reported to FACS on more than five occasions prior to their death.

For the 94 children who died, 19 families were allocated to a caseworker at the time of the child’s death,
with 16 families having received a face-to-face assessment with a caseworker prior to the death. Of those,
eight had received a face-to-face assessment in 2016 and six in 2015. The remaining two families had an
assessment prior to 2015.

In addition, for the 94 children who died, 51 families had received a face-to-face assessment from a
caseworker prior to the child’s death (54 per cent). Of those, 15 had received a face-to-face assessment
in 2016 and 17 in 2015.

Regular quality assessments and case plan reviews help to identify the changing needs of children and
families, and to adapt plans to meet those changing needs. Establishing realistic goals and agreed case
plans to address those goals in consultation with families can create change and lead to improved

child safety.

60 Prior to 24 January 2010 ‘risk of harm’ (ROH) was the statutory threshold for reporting concerns about a child to FACS. After 24
January 2010, ‘risk of significant harm’ (ROSH) was introduced as the new statutory threshold for reports. Reports determined
to be non-ROSH are not included in this count.

61 This figure includes children who were not reported to FACS, or those who received one or two reports.
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2.4.2 Reported risk concerns

Neglect, physical abuse, and parental alcohol and/or drug misuse were the primary reported issues
identified from the ROSH reports received for children who died in 2016 or their siblings.

Figure 5: Children who died in 2016, by selected primary reported issues in ROSH reports received
about them and their families *

Neglect 55%
Physical abuse

Parental drug and/or alcohol use
Domestic violence

Parental mental health

Sexual abuse

Emotional abuse or neglect

[ I I I I I I
0% 10% 20% 30% 40% 50% 60%

[ % of families of children who died in 2016

A total of 52 children and their families were reported to FACS due to ROSH concerns about neglect (55
per cent). These families were reported for one or more types of neglect,” including:

¢ physical neglect (24 families)

® supervisory neglect (20 families)

® medical neglect (20 families)

® emotional abuse/neglect (16 families)
® educational neglect (4 families).

IMPROVING OUR RESPONSE TO NEGLECT

Chapter 3 of the Child Deaths 2015 Annual Report reviewed all the children who were known to
FACS who died from 2010 to 2015 and experienced neglect.

While neglect, physical abuse and alcohol and/or drug misuse were the main concerns reported for
children who died in 2016, these rarely occurred in isolation. Many of the families of the children who died
had co-existing risk factors present in the reports FACS received about them.

Holistic assessment and family work are essential to understand the child and family’s experiences.
Working in partnership with families creates opportunities for change that will enhance a child’s safety.

62 Numbers do not add to 100 per cent as families can be reported multiple times with multiple risk factors.
63 Numbers do not add to 52 as multiple neglect issues can be present in one family.
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KEY EXPECTATIONS OF CASEWORKERS FOR HOLISTIC
WORK WITH FAMILIES *

® Seek to understand children’s experiences outside of one event.
® QObserve the child in their home interacting with their siblings and parents.
® Work proactively with families.

® Consider the family in context when completing assessments and ongoing work. For example,
culture, trauma history, disadvantage, family history and composition.

¢ Examine all information and think through all possibilities about what has happened and why.

¢ Establish clear goals with the child and family and agree a realistic case plan to reach
those goals.

® Engage the family to identify what needs to change and why that leads to improved safety.
® Review the case plan regularly to meet the changing needs of the child.

\

\

2.4.3 Children in out-of-home care

In 2016, 10 children were in OOHC when they died, as shown in Table 8.* This is 11 per cent of all deaths
of children known to FACS in this period.

Table 8: Children who were living in out-of-home care when they died between 2013 and 2016

2013 2014 2015 2016
No. of deaths 6 10 9 10

Placed with a relative 3 2 1 4
Placed with authorised carers 3 7 7 4
Other (e.g. independent living, residential care, hospital) 0 1 1 2

% of deaths 8 12 11 11
Age range 0-15yrs | 0-15yrs | 0-17yrs | 1-17 yrs
Aboriginal and/or Torres Strait Islander 1 1 6 0
Parental responsibility of Minister (any aspect) 4 9 9 8

Of the 10 children in 2016 who died while living in OOHC:
® four were placed with family

® two were living independently

® four were living with authorised carers.

The circumstances of death for these 10 children included iliness and/or disease, suicide, drug overdose
and drowning.

Two children were in the parental responsibility of their relative and eight children were in the parental
responsibility of the Minister for Family and Community Services. Of those eight children, two children
were placed with extended family, two children were living independently and four children were living
with authorised non-government carers.

64 See NSW Family and Community Services (2012).

65 As at 30 June 2015, there were 17,585 children and young people in OOHC. This is a decrease of 7 per cent on the previous year.
The reduction is largely due to the implementation of guardianship orders on 29 October 2014 — this change enabled relative
and kinship carers who had full parental responsibility for a child or young person in their care to become their guardians.
Children on guardianship orders are no longer considered to be in OOHC. See NSW Family and Community Services (2016a).
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It is important to consider that authorised carers provide care for some of the most vulnerable children in
the state, some of whom have experienced significant trauma and abuse, or who were born in extremely
vulnerable circumstances. Carers need to be equipped with sufficient knowledge, skills and ongoing
support to respond effectively and empathically to children’s needs. It is crucial that carers are able to
provide children with safe and nurturing environments; provide the opportunity for healthy attachments to
occur; and support children’s ongoing cultural, health and educational needs in care. Equally important is
the need for carers to be able to access appropriate support networks, including practitioners, to work in
partnership so that children in OOHC have every opportunity to reach their potential.

As more children are being cared for in NGO placements, NGOs need to have robust arrangements in
place to manage critical incidents, mitigate the risk of incidents occurring and guide responses to critical
incidents to ensure the best outcomes for children. FACS has developed a number of resources to help
NGOs manage critical incidents in OOHC and we continue to provide support to and collaborate with the
NGO sector to build capacity in this area.”®

2.4.4 How FACS responded after the child death

When a child dies due to abuse, neglect or in suspicious circumstances, or the child is in OOHC, FACS
has the responsibility to assess the safety of other children living in the same household, including unborn
children.

The purpose of the assessment is to identify immediate safety or risk issues for the siblings of the child
who died, and to ensure that the family is linked to appropriate supports and counselling. It requires skilful
and compassionate practice that is mindful of significant grief and loss being experienced by the family as
well as acknowledging any current risks identified.

Of the 94 families of children who died in 2016 and were known to FACS, 35 (37 per cent) received an
assessment by FACS following the child’s death which involved:

® FACS providing ongoing case management to the family (12 children, 34 percent)
® the families being referred to other services and FACS ending its involvement (12 children, 34 per cent)
® the siblings being taken into care (5 children, 14 per cent)

® other responses such as FACS ending its involvement because no risks were identified (6 children, 17
percent).

The remaining 59 families (63 per cent) did not receive an assessment by FACS following the child’s death.
Of these families, a decision was made that no response was required due to no risk issues identified for
the surviving siblings (30 children)*” or no young people living in the same household who were under 18
years (15 young people)®®. The remaining 14 families did not receive an assessment for a range of other
reasons including that the child’s death was screened by the Helpline as non-ROSH and no further action
was taken or the family was already allocated to a caseworker. The number and proportion of families
who received a sibling safety assessment by FACS in 2016 was similar to 2015.

The next chapter (Chapter 3) focuses specifically on how FACS responds to a child’s death, and the
process of sibling safety assessments.

66 See NSW Family and Community Services (2016b).

67 The CSC is not required to complete an assessment if the death is clearly attributable to natural causes or an accident where
there is an absence of suspicious circumstances involving the parents, carers or any person in whose care the parent left
the child who died. See Department of Human Services (2010). The majority of the children whose families did not receive an
assessment by FACS following the child’s death died of an illness and/or disease (13 children). Other circumstances included
where the child died while interstate (one child), in a motor vehicle accident (six children), by suicide (three children) and by
accidental asphyxia (one child).

68 This includes where the child who died did not have any siblings or the child had siblings who were in OOHC at the time of the
child’s death.
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Chapter 3: Responding to a child death

The death of a child is profoundly distressing for parents and other family members. Whether the death is
anticipated for medical reasons, unexpected and sudden, or caused by the intentional act of another, it
can create intense emotional responses for families and the professionals involved.

When a child dies it can be complicated for families with children who have been previously reported at
ROSH. Such families may be more likely to be disadvantaged and present with a range of vulnerabilities
such as unemployment, homelessness, mental health issues and problematic substance use.

While understanding and respecting grief, it is critical that the safety of children who live in the same
home as a child who has died is assessed holistically by FACS practitioners.

This chapter is presented in three parts. The first outlines the key role child protection agencies (such as
FACS) play alongside police, ambulance and health professionals whenever a child dies. The second part
describes the impact of a child death on families from our review of the literature, in terms of personal
responses to grief and loss, and on existing vulnerabilities. It also describes the impact on child protection
practitioners. The final part highlights the key areas of practice involved in completing holistic sibling
safety assessments with vulnerable families.

To inform this chapter, the SCR considered FACS responses to families following the death of a child®
during 2015 and 2016. SCR examined the circumstances of each child’s death, the outcome of the sibling
safety assessment and other work undertaken in response to the death. SCR also spoke with FACS
practitioners who had completed sibling safety assessments to hear directly about practice challenges, to
identify key practice themes and to understand what works well when engaging with families.

3.1 Understanding the role of key agencies in child
death investigations

In NSW a number of government agencies have key roles in responding to child deaths. Police provide
an investigative response; ambulance officers, paramedics, doctors and nurses treat and attempt to
sustain life; and allied health and social workers provide support to grieving families. In some cases, child
protection practitioners work with families to assess the safety of other children in the home, and work to
reduce any risks that are identified.

Police, doctors, health care professionals and emergency workers are required by law to report certain
deaths, called ‘reportable deaths’”, to the NSW Coroner. These reportable deaths include:

¢ children who were in OOHC

® children who have been reported to be at ROSH to FACS within three years of their death
® siblings of children who have been reported to FACS within three years of the death

¢ deaths which might be due to abuse, neglect or which are otherwise suspicious.

When the cause of a child’s death is unclear and police, emergency services or health professionals have
significant concerns for the safety of other children living in the home, those services are also required to
report their concerns to FACS.

69 The children in this cohort were children who were ‘known to FACS’ either as a child, or a sibling of a child, who had been
reported to FACS within three years of the child’s death, or a child’s death that was reported to FACS because the deceased
child’s siblings were considered to be at risk of significant harm (ROSH) (due to the suspicious nature of the death).

70 Under the Coroners Act 2009 the definition of reportable deaths is quite broad, so for the purposes of this report the definition

provided is limited to s24 of the Act.
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PRIMARY REPORTERS

During 2015 and 2016 police, ambulance or hospital emergency departments’ were the primary
reporters of recent’ child deaths to the child protection Helpline, collectively reporting 48 child
deaths that had occurred either on the day of the report or in the proceeding day.

\

The following sections provide an overview of the role each key agency plays when responding to
reportable child death.

3.1.1 Police

Police has primary responsibility for investigating the circumstances of child deaths in NSW.” It is the
responsibility of the police Local Area Command (LAC) that covers the address where the child died to
complete the initial investigation, unless the expertise of more specialised police, such as the Homicide
Squad or the Child Abuse Squad (CAS),” is required.

Initial police investigations will involve gathering evidence from the home or location the child was found,
interviewing family members and other withesses and forming an initial view about whether the death is
suspicious.

Police are required to formally advise the NSW Coroner of all reportable deaths using Form P79A Report
of Death to the Coroner. Form P79A provides a summary of the known details of the deceased person,
their family members and what is known about the circumstances of the death. It will also outline for the
benefit of the Coroner the preliminary views of police as to whether the circumstances of the death are
suspicious.

Police officers have a key role in linking family members affected by a child death with key support
services available through the Department of Forensic Medicine (see below).

3.1.2 Ambulance and health

Along with police, ambulance officers and paramedics are most often the first to arrive at a home after
a child death has been reported. The key roles of ambulance officers and paramedics are to perform
medical procedures to sustain life, stabilise patients and provide pre-hospital care while transporting
patients to the hospital for ongoing medical care.

When children arrive at hospital and are unable to be resuscitated, medical staff and social workers
provide comfort and support to grieving parents and family members. If the death is considered a
reportable child death, the following protocols must be followed:

® A certificate as to the cause of death cannot be issued by the senior medical officer.

® The hospital must notify police of all reportable child deaths (if the child’s death was not already known
to police).

® The child’s body should not be disturbed and all medical equipmen
remain in place when the child is transported to the Coroner.

® The child’s body should not be washed.

t"® used to treat the child needs to

71 In many cases multiple reports were received about the same child death. Often separate reports are made to the Child
Protection Helpline by police and emergency services who responded to the emergency call, and also by hospital social
workers, nurses or doctors who treated the child or had a role with the child’s family. The 48 reports quoted here reflect the
number of children who died, and only counted the first agency to report the child’s death.

72 As indicated earlier in the report, most child deaths in NSW are from iliness and/or disease and do not require a child protection
response. As part of collaborative work with FACS, the NSW Ombudsman regularly provides advice on all child deaths (of
children who were ‘known to FACS’) that are reported to its Child Death Review Team by the Office of Births Deaths and
Marriages. In 2015 and 2016 this accounted for around 80 (46 per cent) of all child deaths reported to FACS.

73 See NSW Police (2016).

74 CAS detectives are specially trained to investigate crimes against children, including sexual assault, physical abuse and serious
cases of neglect. CAS works in partnership with FACS and NSW Health with specialised tri-agency teams based at metropolitan
and regional locations throughout NSW.

75 Including drip lines, cannulas, needles, endotracheal tubing, feed bags and so on.
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When a reportable child death is identified, a senior hospital officer is required to talk with parents and
other relatives about the formalities required by the Coroner’s Act; specifically that (while the child’s body
remains at the hospital):

® access to the child’s body for identification purposes needs to be authorised and supervised by police

® access to the child’s body for any other reason, including compassionate reasons, will need to be
supervised by a nurse unit manager or social worker

® where the death is considered suspicious or criminal charges are being considered, police are required
to authorise and supervise any access to the child’s body

¢ all relevant medical records about the treatment of the deceased child are provided to the Coroner.

3.1.3 Coronial services

The NSW Coroner investigates reportable child deaths to determine the identity of the deceased and the
date, place, circumstances and medical cause of death.

Where possible the Coroner will attempt to make a determination about the cause of death using the least
intrusive examination possible, such as an external examination, CT scan’ or blood and tissue toxicology
testing. When the cause of death cannot be established by these methods, or the death is considered
suspicious, other more invasive examinations will be requested. This may involve the coroner ordering a
post-mortem (autopsy) or more detailed forensic examination and toxicology reports on body tissues.

POST-MORTEM EXAMINATIONS

During a post-mortem all parts of the body undergo a detailed inspection to determine the
presence, nature and extent of any disease or damage. This inspection involves all organs being
removed from the body and examined. Small samples of tissue are taken from individual organs
and are usually retained forever to ensure that any questions which may arise months or years
after death can be answered by further examination, perhaps by new techniques which were not
available at the time of the initial post-mortem examination.

In some cases, whole organs may have to be retained for an extended period to detect finer
details of disease or damage. This is especially true of parts of the nervous system such as

the brain. Organ retention tends to occur when the initial post-mortem examination does not
provide adequate information or where the cause of death can only be verified following further
microscopic examination. This pathology can take a number of weeks to complete.”

Where there is a suspicion about the cause of death, the Deputy State Coroner has the power to hold an
inquest, in which witnesses’ can be called and evidence is submitted to assist the Coroner determine
the date, place, circumstances and cause of the child’s death. When a child death remains an active
criminal investigation the Coroner may suspend any further involvement with the matter until the criminal
investigation has concluded.

Coronial investigations can be complex and protracted. They often involve the collection and assessment
of forensic evidence to assist the Coroner’s determination. While some matters can be resolved quickly,
others may not be finalised for 12 months or more.

At the conclusion of an inquest the Coroner can make recommendations to government about improving
public health and safety.

76 CT stands for ‘computerised tomography’. CT scans are sometimes called CAT scans. See NSW Health (n.d.).
77 See NSW Department of Justice (2016).
78 Professionals who had prior involvement with the child; expert witnesses, such as forensic pathologists; or family members and

other witnesses to the child’s death.
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If at any time during the course of an inquest or inquiry the Coroner forms a view that a known person
has committed an indictable offence in connection with the death, the inquest will be suspended and
the matter referred to the Office of the Director of Public Prosecutions, for its consideration of possible
criminal charges.

NSW CORONER

More detailed information about the NSW Coroner and its support services can be found at
coroners.justice.nsw.gov.au

SUPPORTS FOR FAMILIES AFFECTED BY A CHILD DEATH

The Coroner’s Court, through its Coronial Information and Support Program,” offers a range of
support services, including:

® advice and support for families who may wish to view the deceased’s body or want to
understand their rights to exercise certain cultural practices around death

¢ free short-term counselling

* referral to other agencies for ongoing support

® support for individuals and families exposed to deaths occurring in traumatic circumstances
¢ help with understanding the role of the coroner and the court’s processes.

Some of these services are provided by the Coroner’s Court, while others may be provided by
partner agencies and specialist social service providers in regional areas of NSW.

Contact the Coronial Information and Support Program on (02) 8584 7800 (Sydney)
or (02) 4922 3700 (Newcastle).

3.1.4 Family and Community Services

The key role of a child protection practitioner, when responding to a report following a child death, is to
assess the safety and wellbeing of the other children living in the same household. It is not the role of
practitioners to investigate the cause of the child’s death; however, the information gathered about the
death can be used to inform the assessment of safety and risk. At the same time the practitioner will work
alongside the family to assess the family’s support needs, before making a decision about whether to
remain involved with the family.

Sibling safety assessment outcomes

Sibling safety assessment data from 2015 and 2016 showed that of the 173 children who died during
that period, a sibling safety assessment was completed for 63 families (36 per cent). For just under half
of the families (31 families, 49 per cent) FACS continued to work with them for a period of time to reduce
the identified risks and increase safety within the family. For 22 families (35 per cent) FACS either referred
the family to support services or did not intervene because no safety concerns were identified for the
children. In 11 (16 per cent) of families, children were taken from their parents and placed in alternative
care because there was an absence of safety within their immediate family.

The process of child protection assessment, in the context of a child death, is further described at
Section 3.3. In summary, an assessment involves reviewing information already known by FACS about
the family alongside any newly reported concerns, and talking with police or emergency services who

79 See NSW Attorney General & Justice (2016).
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attended the home to get a better understanding of the seriousness of the child protection concerns
identified. Practitioners will speak with other services that may already be involved with the family to
better understand any existing vulnerabilities, before visiting the family at home. This will include police
to confirm the status of any investigation into the child’s death and the impact it may have on the safety
assessment. When visiting the family, practitioners will talk with the parents or carers, with other family
and community members and, importantly, with the siblings of the child who died (if they are of an
appropriate age).

Of the 63 sibling safety assessments completed it was found that practitioners took more protective
action, such as taking children from the care of their parents, when there was greater uncertainty about
the cause of a child death (see Figure 6). For example, most of the siblings of children who died from
injuries believed to have been inflicted by another person, that were suspicious or where the cause of the
injuries were unable to be determined, were taken from their parents’ care. Of the 24 children who died in
SUDI related circumstances, five children (21 per cent) were taken from their parents, following safety and
risk assessments. This was often due to unsafe homes, serious and persistent drug and alcohol use, or
an uncertainty about which carer may have been responsible for the child’s death.

Figure 6: Sibling safety assessments in 2015 and 2016 by cause of death and child taken from parents’ care.
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Sibling safety assessments were not completed with 110 families (64 per cent). For most families (67 of
110 families, 61 per cent), the decision not to do an assessment was made because there were no risks
identified in the report about the child’s death made to FACS. For another 38 families (35 per cent), FACS
was advised there were no other children living in the home at the time of the child’s death.

3.2 Understanding the impact of child deaths

Good sibling safety assessments are demonstrated by practitioners genuinely understanding a family’s
experiences and forming relationships that give dignity, show empathy and build trust.

This section explores how casework teams can best prepare themselves for this work by:

¢ understanding how a family might experience the death of a child
¢ reflecting and understanding how practitioners might respond to this difficult work.
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3.2.1 A family’s experience when a child dies

Understanding a family’s experience of grief and loss is critical to quality practice. While a FACS child
protection practitioner’s role is not to provide therapy or counselling, there are many ways in which
understanding a family’s experience can support good practice after the loss of a child.

Understanding grief and loss

Grief is an intense sorrow following the death of someone who was loved and valued.® Grief can present
itself in different ways. Many people show their grief physically through crying, not sleeping or not eating.
A person in grief might experience feelings of shock, disbelief, anger, guilt or sadness, as well as relief,
hope and acceptance.®

These painful, intense and sometimes conflicting feelings are likely to change a person’s life permanently.
Parents need the time and support to absorb their feelings of loss and adapt to the changes this loss may
bring. While these feelings can’t be stopped by quick fixes or simple solutions,?? they are more likely to
decrease over time with support, connection and healing.

-
AVOIDING ASSUMPTIONS ABOUT GRIEF AND LOSS

Everyone’s experience of grief is unique. It’s important to avoid assumptions about what a
parent’s grief should look like, or to use pathologising language that labels a parent. For example:

* |s a parent ‘depressed’ or deeply sad about their loss?*

® |s a parent being ‘difficult to engage’, ‘hostile’ or ‘resistant’, or are they just struggling to deal
with their intense feelings of anger, pain and disbelief about their child’s death?

Supporting families through vulnerable times

In addition to managing the complex and overwhelming feelings of grief and loss following a child’s death,
families may face other challenges and barriers, including:

® feelings of blame

® experiences of stigma and isolation from the community, especially if the child’s death was due to
suicide, violence or was sudden and unexpected

* the compounding effects of any previous experiences of violence or abuse®

® the need to navigate a complex system of police investigations, child protection assessments,
ambulance and health services and the new involvement of supports such as crisis or grief and loss
services.

These challenges can create profound vulnerabilities for some families, which may in turn raise safety
and risk concerns for children. Research consistently shows that parents who have lost a child are

at increased risk of developing physical and mental health problems or turning to drugs or alcohol to
manage their intense pain.*

80 See beyondblue (2016).

81 See McKissock et al (2012).

82 ibid.

83 See IWG (2013).

84 See Escobar-Chew et al. (2015).

85 See Denhup (2017), Youngblut et al. (2013) and Harper et al. (2014).
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Supporting families to support children

Children experience grief and loss with the same intensity as adults.* They may show some or all of
the common reactions to a sibling’s death, such as regret, guilt or anger. Practitioners can play a role
in supporting families to help children learn to live with their grief, get support from others and stay
connected to life.

WHAT CHILDREN NEED AFTER THE DEATH OF A SIBLING

Truth

Children need to know their questions will be answered. Talk to parents about how they plan to
answer any difficult questions from a child. If a parent is worried or struggling, offer to practise
these conversations with them so they feel well prepared.

Connection

Children need the space to explore, normalise and validate their feelings with a trusted adult.
Help the child understand who they can talk to and include adults who are not dealing with their
own feelings of grief and loss after the child’s death. This could be extended family, a close family
friend or professionals like teachers, counsellors or the FACS child protection practitioner.

3.2.2 A practitioner’s response to a child’s death

‘No matter how prepared [ felt, vigiting a family at a time of euch deep sorrow, and only
houre after their youngest baby had died, wag one of the toughest jobs [ have ever done.
FACS cageworker.

Practitioners who are required to visit a family after a child has died can feel understandably worried
about how their intervention will be experienced by the family. They may feel challenged about how they
can assess safety and risk and have difficult conversations with a grieving family. Practitioners may be
concerned that their intervention will make a family’s grief worse.

These worries are important to address before the first visit to the family. Without opportunity for planning
and critical reflection, practitioners may be unclear about the purpose of their visit or their role with the
family. This uncertainty can also affect families, who may be more likely to be upset, worried, distressed or
distrustful if they are not clear about why the practitioner is in their home.

Some practitioners may not see risk or safety issues for children in the family because they are too
focused on supporting a parent’s grief. The dual role of assessing safety and risk, and providing support
to families, can feel incompatible — even for the most skilled of practitioners.

Section 3.3 explores how casework teams can plan for a visit to a family after a child has died. There are
also opportunities for practitioners to critically reflect on their own approach to the work by considering
the reflective prompts below.

3.3 Assessing safety after a child death

To support FACS response to child deaths that are reported to the Helpline, FACS has a practice
mandate® about sibling safety that requires a child protection practitioner to visit the family of a child who
has died within 24 to 72 hours if the circumstances of the death is considered ‘suspicious’ or ‘caused

by abuse or neglect’. The purpose of the visit is to assess the safety of other children in the home and to
offer supports to the family if needed.

86 See National Centre for Childhood Grief (2017b).
87 See the FACS Casework Practice intranet documents section of the reference list.
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3.3.1 Preparing to visit the family

Understanding your role and the purpose of the visit

Research shows that practice leadership is critical in supporting practitioners prepare for a sibling safety
assessment® and it can help improve the quality of practice with vulnerable families. Before visiting a
family, practitioners and managers can practise having difficult conversations, plan for the safety and
risk assessment and talk about what practical supports might be available for the family. The questions
below provide discussion prompts for managers and practitioners when preparing for a sibling safety
assessment with a family.

PREPARING FOR A SIBLING SAFETY ASSESSMENT

Important questions to ask before visiting a family that has lost a child:

® How am | feeling about this visit? Am | worried, nervous or afraid?

¢ Do | understand my role in visiting the family? If not, how can | be clearer about this — with
myself and the family?

® Am | holding any biases or assumptions about the challenges this family has experienced in
the past? About the way the child died? How can | reflect on this during and after my visit to
make sure it does not affect my decision-making?

* What are my expectations about how the parents and siblings will be experiencing their grief?
How can | keep my thinking open to different perspectives and experiences of grief?

® How can | draw a careful balance between showing empathy and support to the parents while
staying focused on the safety and needs of the children?

® Am | feeling upset or distressed about what | know about this child’s death? If so, how can |
seek help or support from my colleagues, manager or employee support services?*

Considering history

‘Get the whole picture before you knock on the door’
FACS caseworker.

When preparing for a sibling safety assessment, it’s important to understand the child protection history
of the family, including information received in the previous 12 months. This enables child protection
practitioners to have a good understanding of the family’s existing vulnerabilities, concerns reported
previously and FACS responses, before the visit. It also provides an opportunity for practitioners to plan
what questions to ask parents and predict what level of assessment is needed. Given what we know
about the impact of a child death on parents and children, understanding the family’s history is important
to assess if their emotional responses to the death may heighten underlying vulnerabilities.

Talking with services already involved

‘It's important to know about the role of other agencies, their interaction with family and
their timeframeg and coordinate with them.
FACS caseworker.

88 See Reimer (2013).
89 In NSW, FACS provides support to caseworkers through the Employee Assistance Program.
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Collaborating with other services is an essential part of the preparation for responding when a child has
died, particularly when the death is suspicious or when other agencies such as NSW Police or Health are
investigating the death for criminal or other purposes. The timing of a visit to see parents may need to be
negotiated. If a parent has been taken into custody, special arrangements might need to be negotiated
with police to meet with the parent in jail. If siblings are in hospital, the hospital may be able to help with
arranging support for the family and with somewhere to meet the family.

The hogpital gocial worker and Aboriginal liaigon officer were very helpful, organiging
roomg o that we could talk to the family privately.
FACS caseworker.

Other emergency services can also provide useful information about their contact with a family in the
immediate hours after a child’s death. This can help to avoid situations where parents and children need
to tell their stories repeatedly, causing unnecessary further distress. The information about conversations
other services have had with parents can also be useful to inform the safety and risk assessment.

Talking to the police directly wag helpful, and gave me a good ingight into what happened’
FACS caseworker.

When a child dies in OOHC and a sibling safety assessment is needed, the child protection response
needs to be coordinated with any other services involved with the family, including NGOs that hold case
management responsibility for the child or their siblings.

The prompts below provide guidance about the types of questions a child protection practitioner might
have of the other services involved immediately after a child has died, to inform the assessment of safety
and risk.

TALKING TO OTHER SERVICES

Police
Do the police have any concerns that the child died in suspicious circumstances? What are the
police suspicions and do they raise any safety concerns for surviving children in the home?

Health

Does health have any suspicions that the child’s death was a result of non-accidental injuries?
Does this raise any safety concerns for other children in the home that might need to be
considered in the safety and risk assessment?

NGOs

If the child was in OOHC, were any circumstances of the death unknown or suspicious? What

is the NGO process for investigating allegations of child abuse against carers when a child is in
OOHC? Does FACS response need to be coordinated with the NGO? Are any other children living
in the home of the foster carer (including the carers’ birth children?) Is the NGO clear about FACS
role to assess the safety of other children in the home?

NSW Fire and Rescue

Is NSW Fire and Rescue investigating any suspicious circumstances from a house fire? If so, what
are the suspicious circumstances? For example, were the parents at home when the fire was
started? Was the fire started by a child playing with matches or a lighter? Is the child who lit the
fire one of the other siblings and are there any safety concerns for the child?
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Thinking through the impact of the death on all family members

The impact of a child’s death on a family was discussed earlier. As part of the preparation for a sibling
safety assessment it’s important to understand that the child’s death will affect each family member
differently. When considering the impact on all family members, practitioners still need to stay child
focused. Parental grief may be more visible and can sometimes distract attention from the needs of the
children in the family.

TALKING WITH CHILDREN

In partnership with the parents, talk with each child about their experiences of their brother’s or
sister’s death. What type of relationship did they have with the child who died? Did they look after
their brother or sister, or did their brother or sister care for them? Be curious about how this links
to the child’s current and future experiences of grief. Talk to the family about planning together to
support each child in the family.

There are a number of useful resources that provide insight into children’s experiences of grief and
loss. Appendix 2 provides an overview of children’s understanding of death and common grief
reactions.

Engaging with families at a time of great distress

[ wasn’t prepared for the difficulty of gitting with someone in extreme and current grief”
FACS caseworker.

The quality of the relationship between practitioner and family has been described as ‘the single most

important condition to achieving change’.*

The development and maintenance of effective relationships is difficult work, particularly in statutory child
protection. It requires great skill and self-awareness to create relationships in the context of crisis and
involuntary service provision, particularly with parents who are vulnerable and have lost a child, and may
see the practitioner as a threat.

The following section provides practice advice about how to approach a family after a child death in the
context of visiting the family to talk about the safety of the surviving siblings in the home.

Expressing sorrow and condolences

{ caid Tm really sorry about the logg of Julie’. [ wag important to name her, and put it out
there, and be clear about the purpose and process with the parente and eupport workere.
Clarity and honesty were eggential”

FACS caseworker.

It's important to show empathy to a parent after the death of a child regardless of the circumstances in
which the child died. The key message for expressing sorrow and condolences needs to be genuine and
non-judgemental.

I am so sorry for your loss, and that we have to meet at such a difficult time.

90 See Ashley and Nixon (2007).
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If you have an existing relationship with the family, you could mention something positive that you recall
about the child.

David was such a smart and funny little boy.

Offering a support person to be with the parent while you speak with them may lessen anxiety for the
parent.

Is there anyone we can call to be with you and support you while we speak with you today?

Raising the issues of concern

Parents need child protection practitioners to be clear with them about the purpose of the visit after a
child has died. The examples below provide some ideas about raising different concerns directly with
parents.

We’re here today because we’re worried about how you’re managing after Mary’s death,
and to understand how things have been for you and also for Mary’s brother David. In the
past, you’ve worked hard to stay sober. I’'m worried that Mary’s death might make you feel
like drinking again and this might make it hard for you to look after David. Can we spend
some time talking about what supports you have in place over the next few days and if there
are any additional supports you might need.

| know that when the police visited last night after Jim had hit you, he was still very angry
and was yelling at you, blaming you for Josh’s death. That must have been awful for you and
for the children. | want to spend a little time talking with you about what happened before
the police arrived and what happened after they left. With your help I’d like to understand
more about how you responded to Jim’s anger, and your and the children’s safety over the
next few weeks.

I understand that you’ve struggled with depression before. I’d like to spend a little time
understanding what it’s been like for you since Jack’s death, who you have to support you
and the children, and if there’s anything you might need.

Identifying key family and kinship supports (safe allies)

‘Mum and dad had lotg of family around. We talked to the big family group, mum,
grandma, auntieg and uncleg. We aleo met geparately with the two groups, mum’e
family and dad’e family’

FACS caseworker.

The immediate period following a child death often brings a lot of family and community members
together to mourn the loss of a child and it can provide an opportunity for practitioners to identify
potential networks of safety among extended family and community members. Safe connections to family
and enduring relationships build long-term resilience for children, especially those who have experienced

the loss of a sibling.
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Without such connections, children can be left vulnerable to experiencing isolation and loneliness, again
particularly for those who have lost a sibling. Children need confident reassurance from a trusted adult
who can make them feel safe and secure. If a child’s parent is not able to provide this, because of their
own grief, it’s important that another safe, familiar person is able to take on this role, until the parent can
do it themselves. A grandparent, relative or close friend may need to fill this role for a time, without taking
over the role of parents, or making them feel inadequate.

When visiting a family to complete a sibling safety assessment, practitioners need to be alert to family
and community members who are also visiting the family, to try to identify a circle of safe and supportive
adults who can help the family in their time of grief.

Identifying other existing supports

Some families may already be involved with other services that can offer support after a child has died.
These services can also provide child protection practitioners with information about a family’s strengths
and needs. Early intervention services, family support services, child care centres and schools should be
contacted when a child has died to talk about their recent contact with the family and to find out how they
can support the family in the future.

p
CULTURALLY RESPONSIVE PRACTICE

A family’s response to death may be influenced by practices, customs and traditions connected
to culture, religion and beliefs®. The following questions can be considered when working with
Aboriginal families or families from culturally linguistically diverse background and are best
explored with the help of a FACS multicultural or Aboriginal caseworker.

® Who should be present just before and after the death of a child in palliative care and what
ceremonies are performed around the child’s death?

® How is the child’s body handled after their death, including cleansing and dressing, who is
permitted to handle the child’s body, and will the child’s body be buried or cremated?

® How does the family express their grief — quietly and privately or loudly and publicly?

® What rituals are performed and who is included (brothers, sisters, extended family, community
members or friends)?

® |s there a mourning period and if so, how long is it? How will family members dress and
behave during the mourning period?

® How is the child who died honoured in the family and are there any ongoing rituals to celebrate
or connect with the child who died?

® Will family members be expected to take on new roles? For example, will brothers or sisters of
the child who died need to take on new caring roles for younger children in the family?

91 See Australian Multicultural Foundation Aged Care Training Institute (MACTI) (2002).
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3.3.2 Assessing safety and risk and planning for safety

‘(¥ not about finding out the cauge of death for the child, it’s about aggessing the

safety of the giblingg; it's up to the Coroner to aggess death.
FACS caseworker.

Avoiding the ‘crisis’ response

It's common for people to focus on culpability or blame after a child has died, especially if the
circumstances of death are unknown or suspicious. Questions might be asked about the work of each
service involved with the family before the child died; such question might focus on who caused the
child’s death and whether there is a need to act decisively to protect other children.

While these types of questions are important, the real focus needs to be on safety and risk (the sibling
safety assessment). The sibling safety assessment should consider the questions below.

SIBLING SAFETY ASSESSMENT QUESTIONS

¢ Do the circumstances surrounding the child’s death raise any concerns about safety and risk
for other children living in the home? Do police or health services have any concerns?

® What is the recent child protection history of the family? Do the parents have any known
vulnerabilities that might be exacerbated by the death of their child? (e.g. problematic
substance use or mental health issues.) What are the parents’ views about this? Do they have
support? Do they need or want support?

® How old are the surviving children and what are their responses to the death of their brother or
sister? Do they have support? Do they need or want support?

® Does the family have extended family and community members supporting them? Who are
they and what role are they playing to support the family? How long can they provide support?

® Are any other services involved with the family? What support is it providing and how long will
the support be provided?
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Safety planning: what does tonight, tomorrow, next week look like?

Working with a family in the context of a child death and family grief is complex.

Child protection practitioners need to acknowledge the risks to children in the family, and balance known
risks with the family’s strengths and resources. Some children will need to be taken into care straight away
after their sibling has died because they are unsafe at home. But it is the responsibility of child protection
practitioners to work as a team with the child, parents, carers and inter-agency partners to create safety
and make the best decisions and plans possible to avoid separating a child from their family.

To end this chapter about FACS responses to families following the death of a child, Alyssa’s story shows
the importance of collaboration and safety planning with families.

Alyssa’s story

A report was made to FACS about Alyssa just after her birth because of worries following the
death of her older brother, Jack, one year earlier. There were suspicions that Jack had been
shaken, although this was never confirmed by medical experts.

After Alyssa’s birth, child protection practitioners faced a long and complex process in trying to
work out whether she was safe at home. It would have been easy to take the ‘safest’ option and
remove Alyssa from her parents’ care. Such a decision would have immediately removed one set
of risks, yet brought with it another set — Alyssa not being cared for by her parents and finding a
secure long-term placement outside of Alyssa’s immediate family.

Practitioners took the approach of establishing a shared goal with the family of a safe future for
Alyssa. They assessed the safety and risk to Alyssa holistically, engaged services, and made
reflective and collaborative decisions. Caseworkers were open and upfront with the parents about
their worries without making the parents defensive.

Practitioners developed a plan to support and monitor the family intensively. They were aware of
heightened periods of stress for the parents during Alyssa’s first three months. They talked about
this with Alyssa’s family and worked together to form safety plans that enlisted extended family
members to take responsible, protective roles during these periods.

The collaborative work of FACS, other services and the family led to Alyssa remaining safe in her
parents’ care, with a number of services supporting the family and monitoring her progress.
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Chapter 4: Improving the way FACS works with
children and families

During 2016 and 2017 the NSW Government continued to implement broad reforms of the child
protection and OOHC system in NSW. The reforms are aimed at ensuring sustained change and creating
an accountable system, where client outcomes, strong evidence and needs-based supports are centred
on children and families.

The NSW State Budget 2017-18 invested $1.9 billion* to protect and support NSW’s most vulnerable
children, young people and families. The total funding package across the next four years includes:

*  $148 million in new funding to support children with high needs in OOHC
* $95 million for targeted early intervention to support parenting, youth and family support programs
® $63 million in new funding for additional caseworkers and casework support workers

* $90 million for new evidence-based models improving family preservation through the Multisystemic
Therapy for Child Abuse and Neglect (MST-CAN®) and Functional Family Therapy through Child
Welfare (FFT-CW®) programs to help at least 900 children a year in 15 priority locations.

Sitting alongside the government’s reform agenda, the OSP has updated the NSW FACS Care and
Protection Practice Framework — now renamed the NSW Practice Framework — to reflect FACS underlying
values, practice approaches and mandates to guide how the department will work with vulnerable families.

4.1 Their Futures Matter

Their Futures Matter,* launched in November 2016, is the NSW Government’s long-term strategy for
improving outcomes for vulnerable children and families.

The strategy was informed by an independent review of the OOHC system, commissioned by the NSW
Government. The review found while the current system was responding to immediate crisis, it wasn’t
addressing the complex needs of vulnerable children and families, improving outcomes or impacting on
devastating cycles of intergenerational abuse and neglect. The review found this to be especially true for
Aboriginal children, young people and families.

The review recommended a vision for whole of system reform to improve outcomes for vulnerable children
and families by ensuring that:

® children are safe and supported to reach their potential
¢ vulnerable families receive help specific to their needs, to improve their outcomes and future wellbeing

® Aboriginal children and families have access to effective, culturally appropriate services to improve life
opportunities.

The reform is different to those attempted before in key respects:

® it applies an investment approach to service design and delivery to guide investment and target
services

® it uses data to identify the most vulnerable groups so we can prioritise their needs
® it introduces tailored support packages centred on children and families
® it establishes a single commissioning entity within FACS responsible for driving the reform process

¢ it aligns cross-government funding for vulnerable children and families.

92 See NSW Government Treasury (2017).
93 See NSW Government (n.d.).
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The overall strategy for Their Future Matters is delivered through:

®* needs-based supports from wraparound support packages designed to meet the needs of vulnerable
children and families

® one connected system from an independent commissioning entity that focuses on achieving better
outcomes for vulnerable children and families

® asmart system that is sustainable and based on data and evidence.

4.1.1 Family preservation and restoration programs

In 2016-17 the NSW Government invested $90 million across four years to July 2020 to help 900 children
each year through intensive family preservation and restoration services aimed at keeping families
together. Two intensive family preservation and restoration models were chosen: Multisystemic Therapy
for Child Abuse and Neglect (MST-CAN®),** and Functional Family Therapy through Child Welfare (FFT-
CWo)>,

Both models have already been shown to be successful with families internationally, and aim to reduce
entries into OOHC, increase exits from OOHC, and respond to trauma and other underlying causes of
child abuse and neglect.

C 2
MULTISYSTEMIC THERAPY FOR CHILD ABUSE AND NEGLECT

MST-CANP® provides intensive therapy to children and families, in cases where children
(aged six to 17) are at high risk of being removed, or where the child has been recently taken
and there is a plan to restore them to their parents. MST-CAN® is delivered in the home by a
highly skilled psychologist, who is available to the family 24 hours a day, seven days a week,
and can work with the family for up to nine months.

/
[ N
FUNCTIONAL FAMILY THERAPY THROUGH CHILD WELFARE
FFT-CWP® is a home-based therapy-focused treatment model for high-risk families where
physical abuse or neglect has been experienced. FFT-CW® therapeutic services can be
provided to families in their homes or by other services in the community.
N J

In August 2017, 11 service providers started delivering the two models in a number of priority locations
across NSW:

®* MST-CAN® will eventually be delivered at Coffs Harbour, Macarthur, Ingleburn, Edgeworth, Mayfield,
Charlestown, Wyong, Tamworth and Dubbo CSCs.

* FFT-CW® will be delivered at Fairfield, Central Sydney, Lakemba, Burwood, Eastern Sydney, Central
Sydney, St George, Edgeworth, Mayfield, Charlestown, St Marys, Wagga Wagga, Penrith, Nowra,
Ulladulla, Macarthur, Ingleburn, Shell Harbour, Wollongong, Blacktown and Mt Druitt.

Fifty per cent of places in the MST-CAN® and FFT-CW® family services are dedicated to Aboriginal
families. FACS is monitoring and evaluating the models thoroughly during implementation to help us to
understand Aboriginal families’ access to and engagement with the models, and to test the effectiveness
for Aboriginal families who experience the models.

94 Developed at the Medical University of South Carolina. See Global Family Solutions (2017).
95 See Functional Family Therapy (2017).
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4.2 Permanency Support Program

A key project arising from Their Futures Matter is the Permanency Support Program, which started on 1
October 2017. The Permanency Support Program is a key philosophical shift from a ‘placement-based
service’ to a ‘child and family centred service system’ that focuses on the needs of children and their
families and helps them to effect lasting change.

Based on the principles that every child should feel safe; should feel that they belong (to family and
community); should have stability, certainty and opportunity; and have the best possible start to life, the
Permanency Support Program is implementing a number of reform areas, some of which are still being
developed.

New contracts under the Permanency Support Program now focus service providers on preparing
children for permanent placements through restoration, guardianship or open adoption.*

Contracted foster care, Aboriginal foster care and residential care is being reformed. Intensive Therapeutic
Care (ITC), which includes services previously known as residential care, is undergoing a tender process
with a stronger focus on therapeutic service delivery.

OOHC recommissioning is the first stage of a longer term vision for the government’s recommissioning of
services within a broader child permanency framework that will create a pathway for successive contract
changes over time.

The four main components of the Permanency Support Program® are:

® building permanency and early intervention principles into casework

¢ working intensively with families and kin to support change

® renewing the way we recruit, develop and support people who care for children
¢ reforming our ITC system.

4.2.1 Building permanency and early intervention principles
into casework

Case plans for children will focus on agencies working with families to keep children at home or, where
that is not possible, finding a stable and secure option through guardianship or open adoption.

The case plan can include different packages based on the child or young person’s individual needs,
and not on their placement circumstances. To increase the flexibility of the system, a number of funding
packages and targeted support packages can be mixed and matched to suit a child or young person’s
individual needs and achieve case plan goals.

Where a child or young person can’t stay with family for safety and wellbeing reasons, short-term court
orders (of up to two years) will be used to support the permanency goal of their case plan.

Permanency Support Coordinators will be placed in each district to oversee resource allocation, the
connection of children and families to the services they need to achieve permanency within two years,
and quality assurance around the implementation of initial case plans and other packages.

4.2.2 Working intensively with families and kin to support change

FACS will work to keep families together as much as possible, if a child or young person can safely
remain with or return home to their birth family. We will also work with extended family and kin because
we know the importance of keeping children connected to their family and community. We’ll support

96 Open adoption does not apply to Aboriginal children or young people.
97 To learn more about the Permanency Support Program, see the FACS website URLs in the reference list.
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family preservation in the first instance, using evidence-based tools like Family Group Conferencing and
models like Family Finding.

Where it’s suitable to restore a child or young person to their family, intensive support will be provided
through MST-CAN® and FFT-CW® or other available services to ensure the pathway home for children is
successful and meets their needs. Step-down support will be provided following the return of a child or
young person to their family.

MST-CAN® and FFT-CW® will help reduce the need for children to be taken from their parents, increase
the number of children who are returned to their parents or families, and respond to trauma and
underlying causes of child abuse and neglect.

By reducing the number of children in OOHC, funds can be reinvested in the delivery of family
strengthening and prevention services to strengthen the capacity of families to care for their children. This
will create a stronger and more innovative service system in the longer term.

p
FAMILY GROUP CONFERENCING

Family group conferencing (FGC) is a family-focused, strengths-based form of alternative dispute
resolution that aims to strengthen partnerships between family members and encourage greater
parental decision-making and responsibility. FGC helps inform case planning and aims to provide
an opportunity for families to develop their own plan to keep their children safe. It aims to:

¢ place children and families at the centre of planning and decision-making

® empower parents and families in decision-making about the safety and wellbeing of their
children

® improve outcomes for children and young people by providing them with a stronger voice
® keep family together safely
® build respectful relationships through open communication.
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FAMILY FINDING

Family Finding® is a model that seeks to connect children with family and other supportive
adults who will love them and care about them now and throughout their lives. This is important
for children whether they are at home with their families or if they have been taken into the care
system.

Without these connections, children are vulnerable to experiencing isolation and loneliness. Family
Finding is about the importance of emotional permanency for children and the sense of security
and belonging that enduring relationships can provide. This in turn builds resilience and better
prepares children for adulthood.

Work with urgency

Family Finding asks practitioners to urgently pursue meaningful, supportive and permanent
relationships with loving and safe adults for children and young people. This means being
persistent in finding new connections with family, and challenging the structural barriers that may
stop us from developing or strengthening these relationships.

Seek permanent belonging

Family Finding encourages practitioners to think about ‘permanency’ as a state of ‘permanent
belonging’ instead of just a legal perspective. This includes a child knowing about their history,
and which adults they can go to for help and support.

Support family-driven processes

Family Finding recognises that families are disempowered when children are placed outside the
family system. It addresses this potential harm by identifying the strengths and assets of each
family member and finding ways that families can support and nurture their children. Family
Finding encourages us to see families differently.

Develop clear goals

Family Finding has a strong focus on the values of empowerment, belonging and emotional
permanency for children. It also involves the development of clear and definable goals that can be
easily tracked through careful case planning.

4.2.3 Taking a new approach to the way we recruit, develop and
support people who care for children

FACS values the work of foster, kinship and relative carers, and under the new Permanency Support
Program their role is more important than ever in supporting each child or young person’s pathway to
permanency.

Together with the sector, and informed by the work of the services of Fostering NSW as well as
Connecting Carers, FACS is co-designing a new approach to the recruitment, development and support
of carers who can support a child’s return home to their family, as well as guardians and people interested
in adopting a child or young person from OOHC.

This new approach aims to clarify the different roles people can play to support vulnerable children and
families, and where required, give more children a permanent home for life.

FACS and the sector will recruit enough preservation, restoration, emergency and respite carers so that
children and families can be supported close to home and within their existing community where possible.

Where children can’t remain with their family, we want to recruit more prospective guardians and adoptive
parents. Every child or young person deserves to have a stable, nurturing and safe home. Guardianship
and open adoption will give them this opportunity.

98 See Campbell (2016).
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For those interested in adopting a child or young person, the NSW Government is committed to
streamlining the process. A means-tested adoption allowance will also help those who require financial
assistance to meet the child’s needs.

For the recruitment, development and support of carers of Aboriginal children, the focus will be on
ensuring carers are trained and supported to provide culturally embedded therapeutic care.

4.2.4 Introducing Intensive Therapeutic Care

Many children in care have experienced trauma. To support their specific needs, FACS will keep a strong
focus on recovery from trauma through an Intensive Therapeutic Care (ITC) system for children over 12
years who have been assessed as requiring intensive therapy.

ITC will be introduced to replace residential care through a two-stage tender process.

The ITC system will have a centralised referral pathway and use a broad assessment to determine if a
child or young person should enter ITC if they can’t be immediately supported in a family-based or foster
care placement.

Under the model, short-term Intensive Therapeutic Transitional Care will be provided (for periods of up to
13 weeks) to help young people move into less intensive types of care.

The new approach will reduce the length of time children spend in intensive OOHC services by providing
clear pathways to permanency.

To help ensure the ITC model functions in line with its intent, FACS will appoint and fund an independent
‘intermediary’ organisation. This organisation will support providers by:

® providing expert advice and consultancy services

® maintaining a knowledge bank of evidence-based therapeutic care
¢ promoting knowledge sharing across the sector

¢ offering learning and development activities

® creating a community of practice for therapeutic specialists.

4.3 Review of Aboriginal children and young people in
out-of-home care

In 2016, the NSW Government committed to an independent review of the circumstances of 1152
Aboriginal children and young people who entered care in NSW between 1 July 2015 and 30 June 2016.
These 1152 Aboriginal children represented more than 37 per cent of the children in care — a significant
over-representation given only three per cent of the general population is Indigenous.

The review came about following advocacy by Grandmothers Against Removals® and others at the Our
Kids Our Way: Hearing the Voices of Aboriginal People forum in August 2016. The (then) Minister for
Family and Community Services committed to bring about change, starting with the independent review.

As discussed earlier in this chapter, the review is part of a wider NSW Government reform to address the
complex needs of vulnerable children, young people and families, with $90 million committed over the
next four years for family preservation and restoration services.

In September 2016, Professor Megan Davis was appointed as independent chairperson of the Family is
Culture: Independent Review of Aboriginal Children and Young People in OOHC in NSW.

The review will seek to understand the reasons for the high and increasing rate of Aboriginal children

99 Formed in 2014, Grandmothers Against Removals is a group of Aboriginal families affected by child removal policies, that
advocates to improve government policy responses to Aboriginal families.
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entering care, and look at how the Aboriginal child placement principles have been applied. Professor
Davis will make recommendations for strategies to reduce the number of Aboriginal children entering
OOHC, increase restorations and permanency outcomes, and improve connections to family, culture and
community for Aboriginal children in OOHC.

The review will look at systems, policies and practices, as well as the involvement of children, family,
community, the service sector and carers in decision-making for Aboriginal children in OOHC.

In addition to considering the individual circumstances of the 1152 Aboriginal children who entered
OOHC, in the later part of 2017 the review will also consult with communities, families, the OOHC sector,
agencies and workers via District forums and meetings, yarning circles and personal discussions.

The review may also make recommendations to:

® address the causes of the high and increasing rates of Aboriginal and Torres Strait Islander children in
care in NSW

® ensure the implementation of the statutory Aboriginal and Torres Strait Islander Child and Young
People Placement Principles in NSW

® bring about changes to policies, practices and systems, based on what is learned from the individual
reviews.

Professor Davis is scheduled to provide the Minister for Family and Community Services with her final
review report on 30 April 2018.

4.4 NSW Practice Framework

In 2012, the OSP introduced the NSW FACS Care and Protection Practice Framework, at the time the first
document of its kind in NSW. It provided FACS frontline staff with a shared identity and direction on the
basics of good child protection practice; it also provided explicit role clarity to practitioners by articulating
the endorsed principles, standards and approaches of FACS. In 2017, the OSP revised the framework.
Launched by the FACS Secretary in September 2017, the NSW Practice Framework'® takes the best of
Practice First,"®" and the best of our tools and brings them together into one amalgamated framework'®
that the whole agency now works to.

The NSW Practice Framework provides an integrated reconceptualisation of the approach, values,
standards, tools and rules that currently guide the NSW statutory child protection system. Clearly
articulated mandates about how we approach our work are now available for every employee in FACS,
every community partner and all the families we work with.

100 The NSW Practice Framework is the new title given to the revised framework.

101 Practice First is a child protection service delivery model that aims to improve systems, practices and culture relating to
assessment, decision-making and support for children at risk of significant harm (ROSH). The model strengthens caseworker
skills and capability and reduces administrative burden so caseworkers can spend more time with clients, increasing family and
partner agencies’ participation in decision-making and improving caseworker satisfaction and retention. Developed by the
OSP within FACS, Practice First has a strong emphasis on principles aligned with strengths-based and solution-focused work.

102 See NSW FACS (2017).
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NSW PRACTICE FRAMWORK

Practitioner mandate

We build relationships that are focused on children. We work hard to give dignity, partner with
parents, families and communities, and use collective wisdom, skills and courage to keep children
safe.

Leadership mandate

We lead with moral courage to inspire and guide practice. We support practitioners to take
collective responsibility for the decisions they make. We model willingness to reflect and work
hard to create open cultures where critique improves outcome for families.

Agency mandate

We work in solidarity to create a system that supports meaningful change for families. We partner
with practitioners, communities and the sector to improve practice and outcomes for children and
families.

\

The NSW Practice Framework also provides visibility of all initiatives to facilitate stronger sustained
implementation of our approaches, showing their complementary nature and synergies. The NSW
Practice Framework outlined in Figure 7 forms the practice base for our whole organisation towards
integrated, quality, sustained family work. It shows in detail how we use skilful practice (assessment,
influencing change, working with family and culture, partnering work, and building lifelong connections)
and evidence-based approaches (Structured Decision Making, motivational interviewing, safety centred
practice, dignity driven practice and family finding) to support all of our work with families.
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Figure 7: The NSW Practice Framework
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FACS Casework Practice intranet documents

An effective first response

<http://caseworkpractice.intranet.facs.nsw.gov.au/support/practice-kits/mental-health/modules/safety-
assessment-plan#chapter-400972>

Child Sexual Assault Kit
<http://caseworkpractice.intranet.facs.nsw.gov.au/support/practice-kits/child-sexual-abuse>

Culturally responsive practice with diverse communities

<http://caseworkpractice.intranet.facs.nsw.gov.au/practice-advice/working-with-children-and-families/
culturally-responsive-practice-with-diverse-communities>

Domestic Violence Kit
<http://caseworkpractice.intranet.facs.nsw.gov.au/support/practice-kits/domestic-and-family-violence>

Health needs of children in out-of-home care: Practice mandate

<http://caseworkpractice.intranet.facs.nsw.gov.au/mandates/children-in-care/health-needs-of-children-in-
oohc>

Safe sleeping
<http://caseworkpractice.intranet.facs.nsw.gov.au/download?file=335432>

Sibling safety: Practice mandate
<http://caseworkpractice.intranet.facs.nsw.gov.au/mandates/child-protection/sibling-safety>

Using the pre-assessment consultation (PAC) purposefully

<http://caseworkpractice.intranet.facs.nsw.gov.au/support/practice-kits/alcohol-and-other-drugs/
modules/safety-assessment-safety-planning#chapter-407670>

Water safety

<http://caseworkpractice.intranet.facs.nsw.gov.au/documents/Other-assets/forms2/for-parents/water-
safety/_nocache>

Working with Aboriginal people and communities: A practice resource

<http://caseworkpractice.intranet.facs.nsw.gov.au/__data/assets/pdf_file/0011/334289/Working-with-
Aboriginal-people-a-practice-resource.pdf>

Permanency Support Program URLS

Intensive Therapeutic Care

<http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/intensive-
therapeutic-care>

Permanency in casework

<http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/permanency-in-
casework >

Working with families

<http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/working-with-
families>
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http://caseworkpractice.intranet.facs.nsw.gov.au/mandates/child-protection/sibling-safety
http://caseworkpractice.intranet.facs.nsw.gov.au/documents/Other-assets/forms2/for-parents/water-safety/_nocache
http://caseworkpractice.intranet.facs.nsw.gov.au/documents/Other-assets/forms2/for-parents/water-safety/_nocache
http://caseworkpractice.intranet.facs.nsw.gov.au/__data/assets/pdf_file/0011/334289/Working-with-Aboriginal-people-a-practice-resource.pdf
http://caseworkpractice.intranet.facs.nsw.gov.au/__data/assets/pdf_file/0011/334289/Working-with-Aboriginal-people-a-practice-resource.pdf
http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/intensive-therapeutic-care
http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/intensive-therapeutic-care
http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/permanency-in-casework
http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/permanency-in-casework
http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/working-with-families
http://www.community.nsw.gov.au/about-us/key-reforms/permanency-support-program/working-with-families

Appendix 1: Counselling and support services

Service Description Contact
Child Protection Report suspected child abuse or 132 111
Helpline neglect to FACS

Aboriginal Provides crisis intervention and 0410 539 905
Counselling therapeutic counselling for Aboriginal

Services (ACS) families, individuals and communities

within NSW

Aboriginal Medical
Service

Provides comprehensive health care
to the Aboriginal community

Find local contacts at
www.ahmrc.org.au

Red Nose NSW and
Victoria

Provides 24/7 bereavement support
to families who have suffered the
loss of a baby

1300 308 307 or visit
https://rednosegriefandloss.com.au/

NALAG Centre for
Grief and Loss

Provides free face-to-face and
telephone loss and grief support

(02) 6882 9222 or visit
www.nalag.org.au/

Lifeline

Provides 24/7 telephone crisis
support and suicide prevention
services

13 11 14 or visit
www.lifeline.org.au/

National Centre for
Childhood Grief

Free counselling for bereaved
children; counselling also provided
for bereaved adults, parents and
caregivers (fee involved for this
service)

1300 654 556 or visit
https://childhoodgrief.org.au/

Department of Provides information, support and (02) 8584 7800
Forensic Medicine counselling for relatives and friends

of the deceased person for deaths

being investigated by the Coroner
Suicide Call Back Free 24/7 phone, video and online 1300 659 467

Service

counselling for anyone affected by
suicide

The Compassionate
Friends

Self-help organisation offering
friendship and understanding to
bereaved parents, siblings and
grandparents after the death of a
child and fostering the physical and
emotional health of bereaved parents
and their surviving children

1800 671 621 or visit
www.tcfnsw.org.au/

The Australian Child
and Adolescent
Trauma Loss and

Resources to help caregivers
understand and respond to the
diverse needs of children and

https://tgn.anu.edu.au/

Grief Network adolescents experiencing trauma,
loss and grief
Kids Helpline Telephone counselling 1800 55 1800 or visit

https://kidshelpline.com.au/

Child Deaths 2016 Annual Report



http://www.ahmrc.org.au
https://rednosegriefandloss.com.au/
http://www.nalag.org.au/
http://www.lifeline.org.au/
https://childhoodgrief.org.au/
http://www.tcfnsw.org.au/
https://tgn.anu.edu.au/
https://kidshelpline.com.au/

Appendix 2: Children’s understanding of death

Children’s understanding of death and reactions to grief

Understanding of
death

Common grief reactions

Traumatic grief reactions

Preschool - Do not understand that | - May become upset when - May repetitively engage in play about
and young death is final their routines change death or the person who died
children - May think that they will | - May get worried or fussy - May have problems getting back on
see the person again when separated from their schedule or meeting developmental
or that the person can usual caregivers and may milestones
come back to life btci C|Itljlgy and want extra - May have difficulty being comforted
- May think it was their | 2renton
fault that the person - May express fears, sadness
died and confusion by having
nightmares or tantrums, being
withdrawn, or regressing to
earlier behaviours
School-age - Gradually gain amore | - May ask lots of questions - May repeatedly talk or play about the
children mature understanding about how the person died death
of death and about what death means | _ May have nightmares about the
- Begin to realise that - May display distress and death
death is final and that sadness in ways that are . .
. . - May become withdrawn, hide
people do not come not always clear, like being ; . . .
back 1o lif irritable and ilv angered feelings (especially guilt), and avoid
ackto e Imtable and easily angere talking about the person or about
- May have scary beliefs | - May avoid spending time places and/or things related to the
about death, like with others death
behe,vmg in the ‘boogie | _ May have physical - May avoid reminders of the person
man’ who comes for ) . .
th complaints (headaches and (e.g. may avoid watching TV news,
© person stomach-aches) may refuse to attend the funeral or
- May have trouble sleeping visit the cemetery)
- May have problems at school | ~ May become jumpy, extra alert, or
nervous
- May have no reaction at all - May have difficulty concentrating
- May dream of events related on homework or class work, or may
to the death or war suffer a decline in grades
- May want to call home during | - May worry excessively about their
the school day health, their parents’ health, or the
- May reject old friends and health and safety of other people
seek new friends who have - May act out and become the ‘class
experienced a similar loss clown’ or ‘bully’
Teenagers - Have a full - May have similar grief - May have similar traumatic grief

understanding of death

reactions to those of school-
age children when at home,
with friends and at school

- May withdraw, become sad
or lose interest in activities

- May act out, have trouble
in school, or engage in risky
behaviour

- May feel guilt and shame
related to the death

- May worry about the future

- May hide their true feelings

reactions to those of school-age
children

- May avoid interpersonal and social
situations such as dating

- May use drugs or alcohol to deal with
negative feelings related to death

- May talk of wanting to harm
themselves and express thoughts of
revenge or worries about the future

- May have low self-esteem because
they feel that their family is now
‘different’ or because they feel different
from their peers

The National Child Traumatic Stress Network <www.nctsn.org>
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Glossary

Aboriginal

FACS recognises Aboriginal people as the original inhabitants of NSW. The term ‘Aboriginal’ in this report
refers to the First Nations people of NSW. FACS also acknowledges that Torres Strait Islander people are
among the First Nations of Australia.

Abuse

The abuse of a child or young person can refer to different types of maltreatment. It includes assault
(including sexual assault), ill-treatment, neglect and exposing the child or young person to behaviour that
might cause psychological harm, whether or not, in any case, with the consent of the child.

Alcohol and/or drug misuse

A significant substance abuse problem that interferes with a parent’s daily functioning, and the substance
abuse problem negatively impacts on his/her care and supervision of the child or young person to the
extent that there is risk of significant abuse.

Authorised carer
A person who is authorised as a carer by a designated agency.

Case closure
Case closure is a considered casework decision that signals the end of FACS involvement with a matter.

Case plan

A case plan is a document that sets out what action will be taken to enhance the child or young person’s
safety, welfare and wellbeing.

Casework
Casework is the implementation of the case plan and associated tasks.

Caseworker

A FACS officer responsible for working with children, young people and their families, and other agencies
in child protection, out-of-home care (OOHC) and early intervention. Caseworkers have day-to-day case
coordination responsibilities. Caseworkers report to a Manager Casework.

Child

Section 3 of the Children and Young Persons (Care and Protection) Act 1998 (NSW) defines a child as a
person under the age of 16 years.

Child Protection Helpline
The Child Protection Helpline provides a centralised system for receiving reports about unborn children,

children and young people who may be at risk of significant harm (ROSH). It operates 24 hours a day,
seven days a week.

Child Wellbeing Unit (CWU)

CWUs were established in NSW Health, the NSW Police Force, the NSW Department of Education and
Communities and the NSW Department of Family and Community Services. CWUs assist mandatory
reporters in government agencies to ensure all concerns that reach the threshold of risk of significant
harm (ROSH) are reported to the Child Protection Helpline. Concerns that do not meet the new threshold
are referred to alternative services within that agency, or in other organisations, which could support the
family.

Children’s Court

The court designated to hear care applications and criminal proceedings concerning children and young
people in NSW.
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Domestic violence

Violence between two people who are, or have been in the past, in a domestic relationship. The
perpetrator of this violence can cause fear, and physical and psychological harm. Domestic violence is
usually committed by men against women within heterosexual relationships, but can also be committed
by women against men, and can occur within same-sex relationships. Domestic violence can have a
profound negative effect on children and young people.

Engagement

An ongoing and dynamic process of attracting and holding the interest of a person in order to build an
effective and collaborative relationship.

FACS Community Services Centre (CSC)
Locally based community services offices. There are 82 CSCs across NSW.

Key Information and Directory System (KIDS)
The FACS electronic system for keeping records and plans about children, young people and their families.

Manager Casework
A Manager Casework provides direct supervision and support to a team of FACS caseworkers.

Mandatory reporter

A person who, in the course of their professional or other paid employment, delivers health care, welfare,
education, children’s services, residential services or law enforcement wholly or partly to children, or

a person who holds a management position in an organisation, the duties of which include direct
responsibility for or direct supervision of the provision of health care, welfare, education, children’s
services, residential services or law enforcement wholly or partly to children. If a mandatory reporter has
reasonable grounds to suspect that a child is at risk of significant harm (ROSH) and those grounds arise
during the course of or from the person’s work, it is the duty of the person to report to FACS as soon as
practicable, the name or a description of the child and the grounds for suspecting that the child is at risk
of significant harm (ROSH). This is outlined in Section 27 of the Children and Young Persons (Care and
Protection) Act 1998 (NSW).

Medical examination

Pursuant to Section 173 of the Children and Young Persons (Care and Protection) Act 1998 (NSW), if the
Secretary of FACS or a police officer believes on reasonable grounds that a child is in need of care and
protection, the Secretary or the police officer may serve a notice naming or describing the child requiring
the child to be forthwith presented to a medical practitioner specified or described in the notice at a
hospital or some other place so specified for the purpose of the child being medically examined. The
notice is to be served on the person (whether or not a parent of the child) who appears to the Secretary or
the police officer to have the care of the child for the time being.

Mental health concerns

A mental health problem or diagnosed mental iliness that interferes with a parent’s daily functioning, and
the mental health issue or diagnosed mental iliness negatively impacts his/her care and supervision of the
child or young person to the extent that there is risk of significant harm (ROSH).

Neglect

Neglect means that the child or young person’s basic needs (e.g. supervision, medical care, nutrition,
shelter) have not been met, or are at risk of not being met, to such an extent that it can reasonably be
expected to produce a substantial and demonstrably adverse impact on the child or young person’s
safety, welfare or wellbeing. This lack of care could be constituted by a single act or omission or a pattern
of acts or omissions.

Order
An order of a court or an administrative order.
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Out-of-home care (OOHC)

For the purposes of the Children and Young Persons (Care and Protection) Act 1998 (NSW), out-of-home
care (OOHC) means residential care and control of a child or young person that is provided by a person
other than a parent of the child or young person, and at a place other than the usual home of the child or
young person. There are three types of OOHC provided for in the Children and Young Persons (Care and
Protection) Act 1998: statutory OOHC (Section 135A), supported OOHC (Section 135B) and voluntary
OOHC (Section 135C).

Parental responsibility

In relation to a child or young person, means all the duties, powers, responsibilities and authority which,
by law, parents have in relation to their children.

Parental responsibility to the Minister

An order of the Children’s Court placing the child or young person in the parental responsibility of the
Minister under Section 79(1)(b) of the Children and Young Persons (Care and Protection) Act 1998 (NSW).

Physical abuse or ill-treatment

Physical abuse or ill-treatment is physical harm to a child or young person that is caused by the non-
accidental actions of a parent, caregiver or other person responsible for the child or young person.

Prenatal report

The Children and Young Persons (Care and Protection) Act 1998 (NSW) allows for prenatal reports to be
made to FACS under Section 25 where a person has reasonable grounds to suspect an unborn child may
be at risk of significant harm (ROSH) after birth.

Removal

The action by an authorised FACS officer or NSW Police Force officer to take a child or young person
from a situation of immediate risk of serious harm and to place the child or young person in the care
responsibility of the Secretary.

Report

A report made to FACS, usually via the Child Protection Helpline, to convey a concern about a child or
young person who may be at risk of significant harm (ROSH).

Reporter

Any person who conveys information to FACS concerning their reasonable grounds to suspect that a
child, young person or unborn child (once born) is at risk of significant harm (ROSH).

Restoration
When a child returns to live in the care of a parent or parents for the long term.

Risk of harm assessment

A process that requires the gathering and analysis of information to make decisions about the immediate
safety and current and future risk of harm to the child or young person.

Risk of significant harm (ROSH)

For the purposes of Section 23 of the Children and Young Persons (Care and Protection) Act 1998 (NSW)
a child or young person is at risk of significant harm (ROSH) if current concerns exist for the safety,
welfare or wellbeing of the child or young person because of the presence, to a significant extent, of any
one or more of the following circumstances:

(@  the child’s or young person’s basic physical or psychological needs are not being met or are at risk
of not being met

(b)  the parents or other caregivers have not arranged and are unable or unwilling to arrange for the
child or young person to receive necessary medical care

(b1) inthe case of a child or young person who is required to attend school in accordance with the
Education Act 1990 (NSW) — the parents or other caregivers have not arranged and are unable
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or unwilling to arrange for the child or young person to receive an education in accordance with
that Act

(c) the child or young person has been, or is at risk of being, physically or sexually abused or ill-treated

(d)  the child or young person is living in a household where there have been incidents of domestic
violence and, as a consequence, the child or young person is at risk of serious physical or
psychological harm

(e)  aparent or other caregiver has behaved in such a way towards the child or young person that the
child or young person has suffered or is at risk of suffering serious psychological harm

U] the child was the subject of a prenatal report under Section 25 and the birth mother of the child did
not engage successfully with support services to eliminate, or minimise to the lowest level
reasonably practical, the risk factors that gave rise to the report.

Risk-taking behaviours
Risk-taking behaviours include:

® suicide attempts or ideation

¢ self-harm

® engaging in criminal activities

® gang association and/or membership
® dealing drugs

® drug, alcohol and/or solvent use

® engaging in unsafe sex

¢ prostitution.

Safety and risk assessment (SARA)

SARA is a SDM® system for assessing risk. The goals of the system are to determine the safety of, and
risk to children and young people through a structured process of information gathering and analysis. This
is intended to produce more methodical and thorough assessments. SARA includes three distinct tools:
Safety Assessment, Risk Assessment and Risk Reassessment.

Sexual abuse or ill-treatment

This is any sexual act or threat to a child or young person which causes that child or young person harm,
or to be frightened or fearful. Coercion, which may be physical or psychological, is intrinsic to child sexual
assault and differentiates such assault from consensual peer sexual activity.

Structured Decision Making (SDM®)

SDM® aims to achieve greater consistency in assessments and support professional judgement in
decision-making. The SDM® process structures decisions at several key points in case processing
through use of assessment tools and decision guidelines.

Supervision

Professional supervision is a process by which the supervisor is given responsibility by the organisation
to work with the supervisee in order to meet certain organisational, professional and personal objectives
which together promote the best outcomes for children, young people and their families.

Supported care allowance

Financial support provided by FACS to relative/kin carers where there is no legal order. To be eligible for a
supported care allowance, FACS must form an opinion that the child or young person is in need of care
and protection. An annual review must occur to determine whether restoration is possible and, if not,
how the parenting needs of the child are to be met, and whether a care application should be made to
reallocate parental responsibility.
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Triage and assessment practice guidelines

The practice guidelines describe the process of triaging risk of significant harm (ROSH) events and non-
ROSH information at CSCs and outline the minimum practice required by CSCs when a ROSH event and
non-ROSH information is received.

Weekly allocation meeting (WAM)

Weekly allocation meetings (WAM) are a state-wide procedure. Managers in all CSCs meet weekly to
review new reports that cannot be allocated due to insufficient resources.

Young person

Section 3 of the Children and Young Persons (Care and Protection) Act 1998 (NSW) defines a young
person as a person who is aged 16 years or above but who is under the age of 18 years.
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